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The 


uminous and the opinions of the writers so dif- 


literature upon empyema is most vol- 
ferent that the compliation of a paper upon the 
subject is rather a lengthy and tedious procedure, 
but I have tried to get together the salient points 
which I will attempt to present in as compact 
and brief an article as is possible. 

The subject of empyema should be of interest 
to all of us, for as long as pneumonia is one of 
our leading citizens in the metropolis of disease, 
so shall we be called upon to diagnose and treat- 
its offspring empyema. 

The disease is an inflammatory affection of 
the pleura with a purulent exudate. 

The large majority of cases follow or com- 
plicate pneumonia but may result from a tuber- 
cular effusion becoming purulent; may result 
the 
up through the 


from the bursting of into 


a lung abscess 
pleural cavity or a subphrenic 
diaphragm, or may be caused by punctate wounds 
of the chest which carry in infection. 

The exudate may be purulent from the first, 
but usually starts as a seropurulent affair which 
The 
consistency of the pus depends upon the provoca- 
That of the 


thick and creamy and is characterized by a pe- 


rapidly thickens as the pus cells increase. 


live organism. pheumococeus is 


culiar greenish color, while the streptococcus and 


tubercular much thinner and contains 


fewer formed elements. 


pus is 
The pneumococcic form 
is prevalent in about 50 per cent. of hospital 
cases ; then in turn comes the streptococcus styph- 
ylococeus. mixed infections and a certain small 
per cent in which the pus is apparently sterile. 
This occurs most frequently in the tuberculars 
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where the T. B. exudate is invaded by pyogeni 


cocci Which in turn sterilizes itself. But rarely, 
the influenza bacillus, Friedlander’s bacillus and 
the actinomyces are found in the pus. 

Realizing its few exceptions, one can say that 
empyema is a complication of some lung inflam- 
mation; that 


monia, abscess of the lung and tuberculosis are 


lobar pneumonia, broncho-pneu- 


the chief primary diseases, whereas penetrating 
chest wounds make up the remainder. 
the last 


During 
four or five vears the epidemics of 
measles, influenza and streptococcic pneumonia 
have furnished us with much more than ordinary 
experience with the streptococcic type of empy- 
ema of which I will speak later. 

In our consideration of the symptoms, diag- 
nosis and time for treatment of empyema I am 
taking the liberty of dividing the disease into 
two distinct 


tvpe 1 and type 2. 


classes which I will designate as 
Into type 1 put the common 
ordinary empyemas which we meet with day in 
and day out, namely: lobar 
pneumonia, tuberculosis, lung abscess and pene- 
trating These 


milder forms of pyogenic organisms. 


those which follow 


wounds, are caused by the 
But in the 
4 » . ' ° 

ivpe 2 let me put those’ empyemas which com- 
plicate the 


measles and influenza. 


broncho-pneumonias of epidemic 
the 
streptococci in their most virulent strains and 
must be thought of differently from the first or 
milder type. 


These are caused by 


The symptoms of the milder or type 1 empy- 
emas these: A pneumonia 
passes or comes to the time of a crisis, but the 


are mainly lobar 
temperature remains high, the dyspnea goes but 
the pulse rate is consistently rapid. The patient 
gets a pale sallow color; he sweats upon the least 
A T. 


B patient gets a little or much worse; his tem- 


exertion and begins to lose more weight. 


perature and pulse climb higher; he complains 
that his weakness is greater; his breath does not 
come as easily as it did; all things point to a 


complication and our examinations reveal a 
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pleurisy with pus. But in both instances, our 
patient has already some or even a great deal 
of immunity to the complicating organism and 
the onset of the complication is not as stormy 
as it might be were not partial immunity estab- 
lished. A leucocytosis is present. 

But in the type 2, or the streptococcic variety, 
we already have a patient who is intensely septic, 
his temperature is high, his pulse is rapid; al- 
though this may not be constantly so, as some of 
the flu-pneumonias did not run a high pulse 
rate; his dyspnea is most marked, he is cyanotic 
and is racked with cough, spitting up the bloody, 
frothy, dirty mucus that only a streptococcus 
pneumonia can spit; on top of this, if such be 
possible, he gets worse and as the symptoms of 
an engrafting empyema are exactly synonymous 
with the symptoms he already has it makes the 
empyema diagnosis difficult. This empyema 
comes because the edematous lungs squeeze out 
some of its seropurulent exudate into the pleural 
cavity and, as I say, the present symptoms merely 
become more aggravated. In this type the leuco- 
cyte count is normal or below. The onset is much 
earlier than in type 1 where the empyema is 
nearly always a sequela which develops after the 
initial disease has been in progress for some time. 

The physical signs of pyothorax are necessarily 
those of a pleural cavity, which contains, instead 
of functioning lung, fluid. If this fluid be that 
of a simple empyema, the diagnostic signs are 
fairly constant and well marked, but if the fluid 
be the pus accumulation which is superimposed 
upon greatly altered lung tissue, as most of our 
metapneumonic empyemas are, the early diag- 
nosis of such a condition demands the greatest 
skill and study on the part of the clinician. The 
appearance of the patient is always that of sep- 
sis; the longer the disease has been present, the 
more this condition is accentuated, as the vast 
majority of empyemas get worse until treatment 
is established. The affected side is more or less 
crippled in its respiratory movements, there be- 
ing less motility than in the healthy side. The 
intercostal spaces bulge in thin people and in 
children. 'There may be slight edema of the chest 
walls. An empyema of the left chest may pulsate 
due to the transmission of the heart beats through 
the adjacent fluid. A displacement of the apex 
beat is common in large effusions. 

The sense of touch may reveal a leveling of 
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the interspaces and the abnormal position of 
the apex beat may be detected. There may 
be some tenderness over the pus area which 
is due to an associate inflammation of the inter- 
costal nerves. This sign is regarded by man) 
writers as a sign of great diagnostic value. The 
tactile fremitus is nearly always impaired 01 
destroyed over the actual infected area. The 
percussion note over the exudate is extremel) 
flat ; the thicker the pus the flatter the tone. The 
vesicular sounds are lost and the voice sounds 
upon auscultation are diminished in intensit) 
and are heard as coming from a distance. Ax 
the lung above the pus cavity is often adherent 
to the chest wall the bronchial breath sounds are 
transmitted down the wall to the stethoscope 
which confuses one and it is often impossible to 
differentiate between empyema and consolidation 
for this reason, at least it makes auscultation not 
a constant dignostic sign. Of greater value for 
absolute and final determination is the puncture 
and aspiration of the suspicious chest, but even 
here the dry puncture does not exclude empyema 
as one may stab into a walled off area where the 
pus has not reached, or one may not go into the 
cavity, which often happens, when there is adher- 
ent lung tissue. However, it is our most con- 
stant friend in the court of last appeal, although 
we may wish to finish our consideration by x-ra) 
findings, which are fairly reliable and certainly 
most called for, being of particular value in locat- 
ing saculated or encapsulated pus pockets which 
are situated too far from the chest wall to be de- 
tected by sound variations or by the usual phy- 
sical signs. 

The diagnosis of the empyema must be differ- 
entiated from that of delayed resolution, lung 
consolidation, from lung abscess and from simp 
pleurisy with effusion. As it is often difficult. wi 
should not attempt to determine the conditiv 
from a few pathonomonic signs but should stu) 
the picture complex made by a correlation of th 
evidence obtained from all the methods of diag- 
nosis at our command. 

After being sure that our complication is tha! 
of pyothorax our next step is treatment, and 2s 
the treatment of empyema is now unanimous! 
considered surgical the all-vital question aris 
and is a question over which much debate and 
heated argument has arisen in the last few years 
among military and civil surgeons: When shall 





th 
th 
do’ 
thi 
the 
les: 
the 
wh: 
a | 
pre 
adh 
ten 
we 
as ¥ 
plea 
afte 
adhe 
bact 
wou 


tion, 
prod 
comp 
utmo 
ing p 
non-g 
This 
over 
pushe 
has b 
cepter 
We 
Ment | 
Plicati 
do, we 
develo 
opmen 


October, 1922 


surgery be instituted? To answer this, let 
me revert back to our classifications type 
1 and Type 2, as the time for each is different, 
and study the pathology of these two classifica- 
tions. 

During the progress of a lobar pneumonia and 
of the milder broncho-pneumonias, there is a de- 
cided thickening of the adjacent pleural cover- 
ings which is usually coated with a fibrinous exu- 
date in which the invading organisms and leuco- 
cytes abound. This exudate tends to organize, 
thus forming strong bands of adhesions which fix 
the affected lung, fix the mediasinum, and plaster 
down the diaphragm, causing loss of motility in 
this organ. In other words, the whole chest on 
the affected side is a starched vault, distinctly 
less capable of expansion and contraction. Now, 
then, if we neglect early drainage of the pus 
which engrafts itself upon this soil, we soon get 
a lung which will not expand when the pus and 
pressures are relieved, owing to the density of the 
adhesions. Likewise, the mediastinal adhesions 
tend to fix the heart in its abnormal position, so 
we hurry to drain the pus accumulation as soon 
as we determine the condition of empyema. But 
please remember the pyothorax has developed 
after the pneumonia has traveled a given course, 
adhesions are formed, immunity to the causative 
bacteria has progressed favorably, else our patient 
would have died of the initial disease, and he is 
as ready for surgery as only walled-off abscess 
would be. 

Let us now consider what we do when we open 
the pleura cavity. All procedures except aspira- 
tion, which has been discarded as not curative, 
produce on the opened side a pneumothorax which 
completely collapses the lung. A factor of the 
utmost importance is that there is a correspond- 
ing partial collapse to some degree on the good or 
non-affected side, which squeezes the well lung. 
This happens because the mediastinum is pushed 
over toward the well lung, and the diaphragm 
pushed up, which makes compression. This fact 
has been accurately determined and is well ac- 
cepted. 

We are now ready to study the time for treat- 
inent of type 2, the streptococcic empyemas, com- 
plicating the steptococcic pneumonia, and as we 
do, we face the stern fact that these empyemas 
develop early, masked as they are in their devel- 
opment, by the intensity of the existing condi- 
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tion. But if in the progress of the pneumonia we 
discover empyema, what are we going to do about 
it? Here we have a patient who is intensely 
septic, and is most markedly distressed by air 
hunger, so much so that every respiratory pos- 
sibility is tryin to get him more oxygen. 


We 
decide to relieve his pus accumulation, we open 
his chest, we completely collapse what breathing 
lung space he has upon his bad side, and compress 
the other Jung by our induced pneumothorax. We 
are now guilty of adding greatly to the air 
hunger which he has or from which he may be 
dying, and he stands no more show of getting well 
than if we had hit him over the head with an axe. 

If we don’t open him, what shall we do? Let 
him alone until adhesions form to fix his media- 
stinum and diaphragm, let his chest wall stiffen 
out so the good lung will not compress, let him 
develop some immunity to his infection, because 
you are not going to save him trying to let out 
some free pus, when his lungs are water-logged 
by the same material against which he has no 
antitoxins. Let him go a few weeks until the 
virulence of the disease undergoes a transforma- 
tion, and the intoxication grows less severe; then 
surgical interference will be curative, and not 
the sure means of death. I was in an army camp 
where all these facts were pointed out to the chief 
of the surgical staff by the chief of the medical 
staff without avail, and the orders came to us to 
operate on all cases of empyema at the time of 
discovery. Our mortality rate was 100 per cent. 

Near the conclusion of the war, the commission 
appointed by the United States government to 
inquire into the empyema situation, decided and 
advised, after a thorough study of the statistics 
presented by the various army camps, that the 
early operation in steptococcic cases was of the 
utmost folly, because of the danger of lung col- 
lapse from pneumothorax, because of the danger 
of blood stream infection from fresh wound sur- 
faces and because of the desperate state of the 
patient. Aspiration, however, has been deter- 
mined non-injurious at any stage, and the pus 
of the strep variety may be drawn off frequently, 
until the time arrives when one can safely do a 
curative operation. 

With few exceptions the rule is, open the type 1 
cases early and don’t wait too long, while in type 
2, wait long enough. 

The cardinal rule of abscess treatment applies 
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to empyema in exactly the same proportion as it 
does to abscess anywhere else in the body, namely 
free opening and continuous drainage, yet there 
are a few clinicians who still cling to the aspirator 
because they have had one or two cases get well 
by this method, but this is the exception rather 
than the rule and such treatment tends to devital- 
ize your patient as it lets the empyema lower the 
the it for 
radical drainage the continuance of the sepsis has 


resistance, and when surgeon gets 
made it a poor surgical risk and the chance for 
recovery more remote. 


ex- 


In those cases which present a picture of 


haustion, and whenever it seems inadvisable to 
submit the subject to a cutting operation or to 
the shock of sudden evacuation it is permissible 
to aspirate with a fairly large trocar, insert a 
small catheter through the cannula and allow it 
to remain after the withdrawal of the cannula, 
thus permitting a slow continuous drainage of 
the pus which is gradual enough to allow a re- 
expansion of the lung. The method has distinct 
disadvantages as the moving and coughing of 
the patient dislodges the tube and the smal! 
the 
It does not permit a free drainage 


lumen is obstructed by formed elements 
in the pus. 
and usually more radical work must be done later 
when the patient is in shape to meet it. 

We now come to the radical cure and the one 
most applicable in the great majority of cases, 
that of thoracotomy or excision of the chest 
wall, either alone or combined with rib resection, 
as is the practice with most of our domestic 
surgeons. The site of incision has also been the 
subject of much debate and the different authors 
of empyema literature disagreed. English surgeons 
prefer it on the back at the scapular line at either 
the ninth or tenth interspace, claiming, of course, 
the best drainage and the best results. Our Amer- 
ican surgeons, however, seem to favor the site at 
the fifth or sixth interspace, several inches back- 
ward from the anterior axillary line. 
lower level, the eighth or ninth interspace, in the 
mid-axillary line, is used by many, but has the 
objections that it is so low the rising diaphragm 


Even a 


soon bends or obstructs the tubes. After a sur- 
vey of the literature I find the majority favor 
the lateral site in the fifth or sixth interspace. 
After choosing the site an incision is made 
over the interspace and rib of choice, and should 


the interspace be wide enough one may insert his 
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tubes by merely incising the pleura and fastening 
them in. However, it is my belief that better 
drainage and a more satisfactory opening can be 
established by the resection of some rib structure, 
The pleura should not be opened until the desired 
bone has been removed. We now enter the pleura 
and immediately the pus flows out and a pneumo- 
thorax is produced which is not a disadvantage 
but rather an advantage if our operation time is 
right. The condition of pneumo-thorax aids the 
removal of the fluid by a pump action as every 
time the subject inspires he sucks in air and on 
expiration the inspired air volume tends to re- 
place the pus, thereby pushing it out. One -or 
two tubes of sufficient lumen for easy drainage 
are inserted into the cavity and pinned or sutured 
with silkworm into place. The incision is then 
routinely sutured around the tubes. These 
should be cut off about flush with the skin sur- 
faces so that the patient in rolling will not 

bothered with them. 
the pus are then put on and changed whenever 


Ample dressings to catch 


they become saturated. No attention need be 
given to the tubes until a week has passed, 
when they may be taken out and replaced with 
smaller ones or else a single tube. In children, at 
the end of a week or ten days, the drainage may 
he entirely removed, as the fistulous tract estab- 
lished will permit enough drainage until recovery. 
In adults some drainage should be left in 
i to 6 weeks. Most all cases may leave thie bed 
after a week or 10 days, as the upright position 
tends to facilitate drainage. <A rise in tempera- 
ture, a chill, sweats or an increase in leucocytes 
is a sure sign of obstruction to the free passa’ 
of pus and should be immediately accounted for 
with the proper remedy that the easy flow may ! 
established. As recovery takes place the dratt- 
age becomes less and less and the lung expands 
more and more into the pus cavity. It is then, the 
drainage tubing should be shortened to avoid 
contact with the advancing 
as continuous pressure upon either may terminat 


lung and diaphragm 


in gangrene, 

During the period of convalescence the hygien 
of the patient must be greatly respected and hi 
resistance be aided by fresh air, proper nouris!!- 
ment and medicinal tonics, of which cod liver 0! 
preparations combined with a syrup of hypopho= 
phates compounds receive the highest recomme?- 
dation. Intravenous injections of iron and aren! 





October, 1922 JAMES T. 


are also most useful. At this stage also exercise 
of the respiratory tract should be instituted and 
consists of deep breathing with the lowering and 
raising of the arms, which helps chest and lung 
Blowing into a bottle I have found 
beneficial, as it the 
downward, loosening the fibrous attachments to 
This itself 


nicely by having a patient blow into the bottle 


expansion. 


most drives affected lung 


chest wall. will demonstrate 
with the dressings off, when one can see the 
pus exude most freely from the wound upon 
each exertion. 

After the above described operation and after- 
treatment, most cases will clear up in from six 
weeks to two or three months. At the end of 
this time the empyema can be said to be chronic 
and occurs for the following reasons: 

1. An opening badly situated or insufiicient 
in size. 

2. The large size'of the cavity, which is not 

capable of full reduction because the limit of 
contraction of the walls and the expansion of the 
lung has been reached, due to the density of the 
inflammatory adhesions. 
5. A sudden collapse of the lungs from wounds 
or from rupture of lung abscess. A complete col- 
lapse comes here before pleural adhesions have 
lielped fix the lung and a resulting empyema 
cements the lung in the apex of the cavity whence 
expansion after adhesions thus formed is often 
impossible. 

1. The presence of a bronchial fistula which 
oes not allow the lung to be ballooned out and 
thereby defying expansion. 

>. Tuberculosis in which calcareous masses are 
formed which block expansion. 

i. Malignancy of the pleura. 

it. Foreign bodies. 

All of these conditions prevent complete lung 
expansion and the rule applies that simple drain- 
age alone is not curative. As long as open pleural 
‘pace remains suppuration will continue, there- 
lore if the initial opening is wrongly placed or 
too small, make another one in the right spot for 
drainage or enlarge the old one. 

If the other conditions exist they must be 
treated according to their cause. 

Small unobliterated pleural cavities have been 
greatly benefited by the injection of bismuth paste 
and many cases are recorded of successful obliter- 


ation after one injection. However, the larger 
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ones must be cured by muitiple rib resection and 
by plastic flaps which allow the chest wall to col- 
lapse upon the affected lung, thereby closing the 
spaces. ‘These operations are fortunately rarely 
needed as our diagnostic facilities permit us a 
fairly early and accurate knowledge and the earl) 
cure prevents the solid adhesions which fix the 
lung making complete expansion impossible. 
These surgical procedures vary from taking out 
ribs to the 


two re-section of the entire set on 


one side and are most mutilating. 1 will not at- 
tempt to descibe the operation. 

I have purposely omitted in the treatment after 
thoracotomy the irrigations, washings ard In- 
jecetions which have been used, such as carLolic 
acid, mercury bichloride, salicylic acid, beric ac.d, 
normal salt, potassium permanganate, io line, for- 
malin and most recently Dakin’s solution, because 
they are rarely necessary. Excepting Dakin’s, 
that healing takes place more 
The 
purpose of all is to wash out the flakes and to 
sterilize the cavity. 


statistics show 


rapidly when irrigation is not employed. 


The question of washing out 
the flakes is very debatable as the introduction of 
the fluid separates the pleural lavers and destroys 
the granulation meshes or repair tissues whereas 
the idea of sterilization is exploded as the bacteria 
the that 
they are far heyoud the reach of aly antiseptic. 


are so imbedded in fibrinous exudate 
Dakin’s solution, which depends not so much 
upon its antiseptic qualities, but rather on its 
ability to digest the necrotic tissue upon which the 
organisms thrive, may be all right, but the great- 
est care must be taken in the titration of the solu- 
tion, in its preparation, in the placing of the 
carefully selected tubes together with the fre- 


. . Pd . . . 
quency of its application, almost make it prohibi- 


tive to use by those who have not the organiza- 
tion to handle it. Reports have come from all 
clinicians of fatal accidents during irrigation, 
even Dakin’s, so why complicate a simple curative 
drainage treatment, knowing that the benefit is 
doubtful and the harm positive, both in its ef- 
fect on the local process of healing and in sub- 
jecting the patient to occasional peril. 

The treatment of the unusual types of empy- 
ema I have not time to dwell upon. 

In conclusion, what are the results of empema 
treatment? ‘The prime factor, of course, is the 
virulence of the infection and in the suceptibility 
of the host. This is so true in empyema that no 
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generalities can be made. But a few of the 
special conditions that influence the course of the 
disease may be touched upon. Empyema in chil- 
dren in the first two years of life has the highest 
mortality rate; later on in life, however, the in- 
fection is more amenable to treatment than in 
adults. This is due to the fact that most empy- 
emas in children are pneumococcie in origin 
and, relatively benign. The pneumococcic type 
responds the more favorably to treatment and 
surgery. The larger exudates are the best 
surgical risks and most of them recover. Tuber- 
cular patients are bad risks because of their 
constitutional condition. Patients that have had 
a long pneumonia are poor risks. 

In considering all the factors which govern the 
management of empyema, the outstanding one, 
the one upon which most judgment must be given 
and the one upon which the success of our surgery 
depends, is when shall we institute drainage? 
If this question be answered properly, I believe 
our results will be effected proportionately. 

5052 Cottage Grove Ave. 


THE SURGICAL ASPECTS OF UTERINE 
MAL-POSITIONS* 
JosEpH A. Petrit, M.D., F.A.C.S., 
Professor of Surgery, North Pacific College, 
PORTLAND, OREGON. 





The surgical consideration of displacements 
of the uterus is rather a broad subject, and a 
discussion of the same must necessarily take up 
separately the types of mal-positions, not alone 
from an anatomical standpoint, but also from 
the standpoint of the age of the individual and 
associated pathologic conditions. In reviewing 
the subject of the various mal-positions within 
the limited scope of a single paper, an endeavor 
will be made to make a simple classification and 
succinctly consider each group separately upon its 
own merits. 

The largest number of mal-positions of the 
uterus would seem to come in a classification of 
retrodisplacements of varying degrees. In a gen- 
eral way, retrodisplacements may be classified as 
simple displacements and complicated retrodis- 
placements. 

Simple or uncomplicated retroversions are com- 


*Read at the Tri-State District Medical Society, Milwaukee, 
Wis., Nov. 16, 1921. 
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It is estimated that in over one-fourth of 
the women the uterus occupies a retroverted posi- 
tion. Apparently in the majority of them there 
are no symptoms which can be correctly assigned 
to this position of the uterus. It is probable that 


mon. 


in many such cases the cure of cervicitis, or endo- 
cervicitis, or the repair of a pathologic cervix will 
remove all existing symptoms without treatment 
of the retroposition. Backaches or other general 
symptoms should not indicate a surgical pro- 
cedure for a simple or uncomplicated retroversion 
until all other potential causes, gynecologic or 
otherwise, have been removed. 

In the second group may be placed those cases 
in which concomitant pathology has existed for 
some time and the uterus has developed some 
pothologic conditions of the endometrium or 
metrium. Pelvic adhesions interfering with the 
free mobility of the retroverted uterus may pro- 
duce symptoms worthy of surgical relief. 
condition may exist to a greater or less degree of 
severity. The time has come about, however, 


when retroversions are taken less seriously by the 
gynecologists than some twenty years ago. 


For the relief of uterine misplacements, with- 
vut prolapse or with a moderate degree of pro- 
lapse, some type of round ligament operation is 
probably the most logical. The uterus is movable 
in its normal suspensory mechanism of the round 
and broad ligaments and rests upon the pelvic 
floor. This anatomic fact should be the govern- 
ing principle of all procedures for replacements 
of uterine mal-positions. Those procedures which 
are antagonistic to this principle do not give 
the full degree of relief that should be had from 
an operation for a retrodisplacement. Either th 
attachment of the uterus to the abdominal pari- 
etes or some acrobratic handling of the round 
ligaments will frequently lead to the production 
of some symptoms not previously existing, evel 
though the uterus is apparently held thereby in a 
perfectly normal position. 

The various types of round ligament plications 
present recognized merits. The Coffey techniqu 
is very efficient in many malpositons. 

The degree of mal-positions varies in different 
cases, as well as the degree of laxity of the per'- 
toneal suspensory ligaments of the uterus. The 
important feature, however, is the fact that the 
relative planes of the internal ring and of the fun- 
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dus of the uterus vary remarkably in individual 
cases. It has always appeared to us that each case 
should be individually considered ; and, instead of 
making a more or less universal application of a 
particular type of plication to all cases, one should 
upon inspecting the pelvis consider himself in 
the position of a carpenter who has before him 
material from which to work out a result. By 
separately and with forceps grasping the fundus 
of the uterus and the two round ligaments, the 
uterus can be lifted to a desired position and the 
round ligaments and pelvie folds laid out upon it 
in a maner which would seem best to maintain 
the desired position. By painstaking measure- 
ments, a position for the best plication of the liga- 
ments can be ascertained. This should be one 
which will produce an even distribution of weight 
bearing, and at the same time the maximum de- 
eree of peritoneal fixation. It is recognized that 
the musculature of the round ligaments will finally 
draw out of any sutured situation, and our ulti- 
mate dependence must be placed upon that peri- 
toneal fold of the broad ligament (and associated 
fibrous tissue) which is a part of the round liga- 
ment. The pursuance of this principle will dis- 
close the fact that in some cases plication should 
extend largely over the fundus and the upper por- 
tion of the posterior surface; and in other cases 
the relative planes of the uterus and interior 
rings indicate a plication largely to the fundus 
and anterior surface of the uterus. 

The suturing technique is of less consequence, 
excepting that it should be adequate and exten- 
sive, so as to give the ligament a firm and thor- 
ough hold which will not draw out. 

Pulling the round ligaments through the broad 
ligaments beneath the tubes apparently does not 
constitute as durable or as anatomic a result, and 
at the same time may lead to subsequent symp- 
toms not previously existing. In those cases 
showing an extreme anterior situation of the cer- 
vix, a shortening of the sacro-uterine folds ma- 
terially helps to hold the uterus in its restored 
situation, as well as relieving the pull upon the 
shortened round ligaments. It is probable that 
the shortening of the sacro-uterine folds should 
be more often performed. 


It is especially desired to emphasize in this 
paper the principle of adapting the technique 
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used to the anatomic conditions found in in- 
dividual cases, instead of applying a fixed tech- 
nique universally to all retroversions. It is be- 
lieved that the result obtained in a series of cases 
will be materially better if we apply mechanical 
principles to each case of retroversion, rather 
than fit each case to certain mechanical ideas. 

The type of uterine mal-position commonly 
termed prolapse seldom exists without symptoms, 
and usually progresses until it becomes a surgical 
disease. Prolapse of the uterus might more tech- 
nically be placed in the classification of a hernia 
through the pelvic floor. Phases of prolapse of 
the uterus are extremely variable. It may be 
manifested only by a cystocele without the ap- 
pearance of the cervix at the vulva, unless trac- 
tion is applied to the cervix to demonstrate begin- 
ning hernia. 

Prolapse of the uterus has often been divided 
into a classification according to the degree of 
prolapse; namely, first, second, third and fourth 
degree of prolapse. A surgical consideration of 
prolapse, or hernia of the pelvic floor, however, 
usually calls for a classification not so much ac- 
cording to degree as according to age; namely, 
prolapses which occur between the ages of twenty 
and forty; those which occur during the meno- 
pause; and those which occur in patients who 
have passed the menopause. The treatment re- 
quired during these different periods of life 
are usually entirely different. 

A prolapse occurring prior to the age of forty 
is seldom of the third or fourth degree. The prob- 
lem in this class of cases can usually be effectively 
met by an efficient repair of the pelvic floor and 
a round ligament suspension. It is probable that 
a restoration of a small hernia at this time of 
life would prevent many of the third and fourth 
degrees of prolapse which present themselves for 
consideration at a later date. 

The pelvic hernias occurring in the second 
period. The uterus is usually atrophic, or in the 
third and fourth degree of prolapse. In such 
cases, cystocele is the conspicuous symptom. In 
this period, if the prolapse is only of the first 
and second degree, the repair of the pelvic floor 
and the round ligament procedure is usually ef- 
ficient. But in the third and fourth degree of 
cases, a more radical procedure is indicated. Tha 
interposition operation, as perfected by Watkins, 
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When dene strictly in accord- 
ance with his technique, followed by an efficient 


is very logical. 


perineorrbaphy, a very perfect result is obtained 
in selected cases. The operation is relatively free 
from danger, as well as free from most operative 
discomforts, and gives a relatively short conval- 
escence. The technique is so well known that we 
are not warranted in consuming your time with a 
discussion of the details. 

For this second period of life, an operation 
which we advocate for the third period is also 
applicable, especially if there is any existing or 
potential uterine pathology; namely, the vaginal 
hysterectomy procedure, which will be taken up 
in the consideration of the third period. 

In the third period of life, the usual hernia of 
the pelvic floor is of the third or fourth degree, 
instead of the first and second, as in the first 
period. The uterus is usually arophic, or in the 
early stages of atrophy. It is too small to serve 
the purpose it is required to serve in the inteit- 
position procedure. 
at this time, it is probable that ultimately the 
fundus will present itself at the vulva instead of 
the cervix, and the bladder will follow it to the 
cutside, 


If the interposition is done 


Kocher’s technique, consisting of placing the 
body of the uterus outside of the linea-alba; 
Murphy’s technique of putting the uterus in the 
same position, having previously split it in two 
and spreading out the two halves laterally on the 
external the 
Mayo’s technique of a supra-cervical hysterec- 


surface of external fascia; and 
tomy, suture of cervical stump to the internal 
surface of the sheath of the rectus—are all ap- 
plicable only to those cases where the vaginal 
walls are long enough to permit of so extreme 
an elevation of the uterus. 
Franklin Martin many years ago, there is usually 
in such cases an atrophy of the posterior vaginal 
wall. These procedures appear strong and ef- 
ficient. In the event that they can be carried out, 
however, they do not give the anatomic result 
that is obtained by the Mayo technique of vaginal 
hysterectomy with a folding over of the relaxed 
broad ligaments. It must be borne in mind that 
the anatomic support of the outlet of 
above the true pelvic floor consists of 
tures of the broad ligament, including the round 
ligament. Hysterectomy removes the weight of 


As pointed out by 


the pelvis 
the struc- 
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tie uterus, and at the same time the lateral liga- 
ments are shortened by folding them upon eac| 
other. The firmness of this support is always 
adequate to maintain the vault of the vagina in 
The bladder, fastened to 


this new transverse peritoneal ligament, is ade- 


its normal situation. 


quately held upward so as to cure the cystocele. 
By turning the cut edges of the broad ligaments 
downward and outward, no exposed surface is 
presented in the peritoneal cavity, and the dange 
of intra-abdominal bleeding is obviated.  \\ 
have found this procedure extremely efficient and 
its effects lasting. The repair of the perineum is, 
of course, always used to supplement this pro- 
cedure. 

In conclusion: First, the average simple retro- 
version is not pathologic and is not a surgical 
lesion. When it is complicated, and when it pre- 
sents surgical symptoms, the type of round liga- 
ment operation employed should be such as to 
mechanically meet the requirements of the in- 
dividual anatomy of the subject under consider- 
ation, rather than following out any definite 
type of round ligament operation. 

Second, when hernia of the pelvic floor occurs 
during the child bearing period, it is usually ot 
the first or second degree of prolapse, and can be 
best remedied by the round ligament operation 
with repair of the pelvic floor. 

Third, during the second period of life, pro- 
lapse of the uterus may be best relieved by either 
Watkins’ interposition operation or the Mayo 
technique of vaginal hysterectomy. 

Fourth, during the third period of a woman's 
life the vaginal hysterectomy with reconstruction 
of the transverse peritoneal ligaments gives the 
best anatomic repair and the best functional re- 
sults. 

Fifth, all repair procedures should be mai 
with the principles of normal 
tions in mind and with special efforts to make 


anatomic condi- 


said procedures in consonance and harmony with 
normal anatomy. 
Sixth, attachments of movable viscera to fixed 


structures, or in situations where a normal degree 
of mobility cannot occur, or in such a manner as 
to subject the new formed attachments to an) 
undue degree of tension, are neither durable not 
functionally correct. 
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DIANGNOSIS AND TREATMENT 

PEPTIC ULCER AND GALL 
BLADDER DISEASES* 

Don Dea, M.D., and C. V. McMeen, M.D., 


SPRINGFIELD, ILL. 


OF 


Gall bladder disease, peptic ulcer and appen- 
dicitis might well be termed the big three of the 
vastro-intestinal tract. On account of the fre- 
quent siimlarity in the vagueness of their syn- 
dromes they most certainly form a formidable 
lriple alliance in baffling the physician, and in 
leing a source of discomfort and danger to the 
patient. Were these pathological conditions al- 
ways to adhere steadfastly to the group of symp- 
toms we know as typical, their detection would be 
The fact that they stray 
from the straight and narrow path of their text- 


comparatively easy. 


hook symptomatology, coupled with the fact that 
they sometimes coexist, present problems in diag- 
treatment that 
medical interest. 


nosis and are attracting wide 

These obscure syndromes are associated more 
frequently with gall bladder disease and peptic 
ulcer than with appendicitis, and newer methods 
of diagnosis have served to direct the trend of 
attention toward the former two conditions. It 
is the purpose of this paper, therefore, to epito- 
mize what we have learned from the analysis of 
104 more or less obscure cases seen during the 
last 18 months. In 67 


turbances were attributed to the gall bladder; in 


of these cases the dis- 
13 to ulcer, and in 4 to both. The readiness with 
which the diagnosis is made and confirmed in 
the cases presenting typical pictures leads us to 
omit them from the present discussion. 

In the detection of ulcer and gall bladder dis- 
ease the anamnesic data, although sometimes in- 
conclusive, probably holds first place in impor- 
tance. Too much stress cannot be laid upon the 
necessity of a carefully obtained history of the 
On the other hand, it must be 
borne in mind that a history of vague digestive 
disturbances and gradual impairment of health 
ire not infrequently the only symptoms com- 
plained of. It also may be accentuated that 
symptoms of gall stones may be duplicated by 
duodenal ulcer. 


present illness. 


Family history, age, habits and 


build of the patient are of less importance, but 


may give us a clue. Statistics as to sex and 


"Read before the Section on Surgery, Illinois State Medical 
Chicago, May 18, 1922. 


Society, 
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occupation are confusing, and, in our experience, 
inconsequential in differentiation. The history 


of former infections, with the exception of 
tvphoid fever, is relatively unimportant from the 
standpoint of diagnosis, but may give us a clue 
as to the etiology. 

\s a rule, physical examination of the abdomen 
gives us less information than the history. It 
has been our experience to find quite often, after 
the history and results of physical examination 
have been obtained, that only a tentative diag- 
nosis could be made at best. Inspection of the 
abdomen is frequently negative. Vertical percus- 
sion (Murphy) over the gali bladder region some- 
Pal- 


pation is of the most value and gives us infor- 


times helps in locating slight tenderness. 


mation as to tenderness and muscle spasm in the 
location of the affected area. Palpation of both 
hypochondria, with the examiner sitting behind 
the patient, is a good method for comparing the 
Slight ten- 
derness may be elicited in the gall bladder region 
by this method. 


degree of tenderness on the two sides, 


One or more of the tender pres- 


sure areas described by Friedman has _ been 
hrought out in seven of our cases that proved to 
these areas 


have gall bladder disease. Two of 


were elicited in one case of duodenal ulcer in 
which no evidence of gall bladder disease was 
found at operation. This test is quite interest- 
ing, but care should be used in its application and 
in drawing conclusions, especially in nervous and 
suggestible individuals. 

The meager amount of information frequently 
obtained from the examination of the gastric con- 
tents has induced many clinicians to discard the 
procedure as a routine test. However, we feel 
that the definite information occasionally ob- 
tained therefrom fully justifies its use. In 
routine work we adhere to the classical Ewald 
meal, which is totally withdrawn in 45 minutes 
the 


modification of the Rehfus fractional method is 


to one hour. In selected Rochester 


cases 
used. A condition of hyperacidity may be found 
either in ulcer or in early gall bladder pathology. 
In the long-standing cases of cholelithiasis and 
cholecystitis hyperacidity is usually encountered. 
Microscopical or occult blood speak for stomach 
In the fractional method, if 200 c.c. 
are recovered at the end of two hours, it points 
to retention. 

When occult blood is found in the stool, one 


pathology. 
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usually suspects ulcer, although bleeding may 
occur in gall bladder disease. In the examination 
of the stool the patient’s diet and the possibility 
of bleeding elsewhere in the gastro-intestinal 
tract must be taken into consideration. The 
blood picture is of value in acute conditions and 
gives us an idea of the degree of acuity of the 
process. ‘The cholesterine content of the blood 
has not been used as a criterion for diagnosis in 
any of our cases. 

For the detection of ulcer the Einhorn string 
test has proved to be a valuable diagnostic ad- 
junct. The ease of its application, and the readi- 
ness with which it is accepted and borne by even 
the highly nervous patients, are points worth 
mentioning. When properly performed and fully 
checked at least once this test gives us definite 
information as to the location of the ulcer. As 
a guide in medical treatment the test also has 
proved its value. About 30 inches of No. 5 
braided silk with anchor firmly attached are given 
to the patient at bed time. Foods that may stain 
the string are prohibited. In the morning, when 
the string is removed, a knot is made at the teeth 
for the purpose of determining the length of 
string swallowed. Dark blood stains on the 
withdrawn string are considered as evidence of 
ulceration. No attention is paid to fresh stains, 
which may be caused by trauma in withdrawing 
the string. The distance of the stain from the 
knot determines the location of the lesion. In- 
stead of the duodenal bucket we use, as an anchor, 
a small glass capsule, which is made from a half 
to a three-quarter inch length of 5 m.m. glass 
tubing annealed at both ends until the openings 
are quite small. The opening at one end is left 
slightly larger than at the other to provide for 
the passage of the knotted silk inside the tube. 
This type of anchor has proved very satisfactory. 
When taken from the patient in the morning the 
capsule is invariably full of bile if it has reached 
the duodenum. If it has not passed into the duo- 
denum the contents may reveal the nature of the 
obstruction. 

It is interesting to note that the wave of en- 
thusiasm following the introduction of the Lyon 
method of nonsurgical biliary tract drainage has 
been supplanted to some extent by a wave of 
criticism. The latter has been directed chiefly 
toward the difficulties of the procedure, the liabil- 
ity of error, and the question concerning the 
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source of the several fractions of bile. We be- 
lieve that, inasmuch as the test is new and has 
some vulnerable points of attack, it should be 
considered conservatively as a supplementary 
diagnostic procedure. However, we use the test 
and have not infrequently felt assured of its value 
in the detection of infection and stagnation of the 
biliary tract. The application of the method in 
therapy will be discussed later. 

The positive value of roentgenology in gastroin- 
testinal work cannot be denied but, unfortunate- 
ly, it is not the all-seeing, sine qua non of diag- 
nosis that many consider it. In the majority of our 
cases the x-ray findings were strikingly negative 
or at best indefinite. It is well to keep in mind 
that indirect signs, such as gastric spasm, hyper- 
motility, and evidence of adhesions in the right 
upper quadrant causing deformity, fixation o1 
displacement of the duodenum of pyloric end of 
the stomach, may be found in both ulcer or gail 
bladder disease. Evidence of adhesions in our 
experience is rare in these conditions and is found 
to be more frequently associated with neoplasm. 
A slight break or deformity in the smooth outline 
of the gastric or duodenal mucosa is usually evi- 
dence of ulcer. The string test generally settles 
the diagnosis. Filling defects, due to adhesions, 
occur occasionally but are not constant in outline. 
When the defect is due to spasm the condition is 
often relieved by belladonna. Gall stones have 
been demonstrated in only six of our cases. In 
two of these the Lyon method was used before 
the presence of the stones was revealed. 

Pathological conditions which command atten- 
tion in the differential diagnosis are fairly numer- 
ous. Of these, appendicitis has been mentioned. 
Others encountered most frequently are: 1, Gas- 
trie cancer ; 2, Mucous colitis ; 3, Gastric crises in 
tabes ; 4, Renal colic; 5, Dilated cecum ; 6, Angina 
pectoris ; 7, Lead colic; 8, Pancreatitis ; 9, Dietl’s 
crises ; 10, Diaphragmatic pleurisy. It should be 
remembered in disease of the upper right quad- 
rant that a thorough search of the lungs and 
pleural cavities for evidence of pathology should 
never be omitted, and, furthermore, the physician 
should not forget that the stomach is almost m- 
variably a flag station for tuberculosis and other 
chronic debilitating conditions. One hundred per 
cent. of pulmonary tuberculosis shows gastric dis- 
turbance at some time during its course. 

It is obviously too early to give you definite 
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results of our treatment in this series of cases. 
It is our habit to treat medically all cases of ulcer 
in which there is no suspicion of malignancy or 
evidence of obstruction. Our results thus far 
have been quite satisfactory. The Sippy diet, or 
one of the American modifications of the Len- 
hartz diet, is generally used. Alkalies are admuin- 
istered in sufficient amount to combat hyper- 

lity. Duodenal feeding has proved efticacicus 
in 2 cases that were persuaded to take the tube. 


x 


Rectal alimentation for from 7 to 10 days was 
necessary in 3 of our patients, two because of per- 
sistent vomiting, and one because of repeated 
hemorrhage. In the ambulatory patieuts we use 
a slight modification of the Boas treatment. 

Surgery is considered expedient in cases with 
persistent bleeding, evidence of obstruction, and 
in the occasional case in which medical treat- 
ment fails. The location and extent of the lesion 
are the factors which lead to the decision as to 
the operation of choice; i, e., gastroenterostomy, 
or excision, 

The Lyon drainage is quite valuable in the 
medical treatment of the pathological gall blad- 
der. It is the only method that has given satis- 
factory results in stasis of the biliary tract, with 
or without infection. Its employment is indi- 
cated in obstructive jaundice, cholecystitis, chole- 
dochitis, indefinite dyspepsias, and vague digcs- 
tive disturbances with or without migraine. It 
cinnot supplant surgery where theie are gross 
pathologic lesions of the gall bladder, or whcre 
gall stones are present, but it can be used as an 
adjunct to surgery in postoperative treatment 
where drainage is necessary, and in preoperative 
gall stone cases with jaundice. 

As to surgery, cholecystecomy is the operation 
of choice in chronic pathology and cholecystec- 
tomy in the acute conditions. In removing the 
gall bladder we have always begun at the fundus, 
stripping the bladder free from the liver or ad- 
hesions in the direction of the neck. After it has 


veen freed, the removal is simple. In many vases 
no drainage is used, but a small cigarette drain 


ney be inserted, and will do no harm. When an 
incision in both upper right quadrant and appen- 
diceal region is indicated, I believe that the 
method of choice, in practically all cases, is two 
short incisions instead of a single large one. The 
Weak abdominal wall frequently following the 
large incision is thus obviated. This matter, how- 
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ever, must be left to the discretion of the surgeon 
and to his ability to work with ease and con- 
fidence in the short incision. 

Our conclusion from the analysis of these cases, 
therefore, justifies a repetition of the assertion 
that the differentiation between peptic ulcer and 
gall bladder disease is not always an easy matter. 
However, a carefully obtained history and thor- 
eugh physical examination, with the aid of roent- 
genology and the above mentioned special lab- 
oratory methods, should lead to a definite diag- 
We wish to emphasize the value of: 1, the 
Einhorn string test as an adjunct in diagnosis of 


nosis. 


ulcer, and 2, the Lyons method in the diagnosis 
We have 
said nothing concerning the problem of focal in- 
fection, but it should be understood that no 
treatment is complete without a,thorough search 
for, and eradication of, any possible focus. 


and therapy of gall bladder disease. 





MEMORY DEFECT OF KORSAKOFF TYPE, 
OBSERVED IN MULTIPLE NEURITIS 
FOLLOWING TOXEMIA OF 
PREGNANCY* 

Frank A. Ery, M.D., 


Formerly Professor of Neurology, Drake Medical College 


DES MOINES, IOWA 


It has long been recognized that alcoholic 
multiple neuritis is frequently accompanied by 
an interesting type of psychosis which is now 
popularly designated as Korsakoff’s psychosis. 
Impairment of immediate memory, mild mental 
clouding, confusion and fabrication, comprise the 
salient features of the syndrome. For a consid- 
erable period of time, after the acceptance of the 
Korsakoff syndrome, little reference was made in 
the literature to its occurrence in the multiple 
reuritides having their etiologic basis in toxemias 
other than alcohol. Recently, however, our at- 
tention has been called to the presence of memory 
defects associated with carbon monoxid poisoning, 
and it has been observed that not infrequently 
such defects have been of long duration, if not 
permanent in character. 

Some time in April, 1914, I was afforded the 
opportunity of examining Mrs. B. W. T., who 
had recently been admitted to the lowa Methodist 
Hospital. Mrs. T. was at that time suffering 
from a well-marked attack of multiple neuritis, 


*Read before Tri-State District Medical Society, Milwaukee 
Wis., Nov. 15, 1921. 
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which had followed shortly after a therapeutic 
abortion, necessitated by pernicious vomiting of 
pregnancy. In this case, aside from the ordinary 
polyneuritic symptoms, the point of chief clinical 
interest was the memory defect which she then 
exhibited, and which immediately made me think 
of its similarity to the amnesia observed in alco- 
holic neuritis. I was, therefore, much interested 
in following up the subsequent course of the 
malady. It did not occur to me then that such 
cases are relatively infrequent; therefore I had 
no thought of publishing a clinical report at the 
time the case was under observation. It was not 
long after, however, that I saw a similar case 
which also followed pernicious vomiting of preg- 
nancy, and during the past two years two others 
have come to my attention. 

I regret that in making this report, much of 
the minutiae and clinical detail may have to be 
omitted owing to the fact that three of the pa- 
tients were examined during hurried consulta- 
tions in the rural districts, but I trust that I shall 
bring out sufficient data in each case to establish 
beyond a reasonable doubt the diagnosis and the 
associated memory defect which makes this report 
justifiable. 

In looking over the text-books on neurology, 
psychiatry and obstetrics, I find few helpful ref- 
erences pertaining to this subject, which is fre- 
quently dismissed with a statement to the effect 
that multiple neuritis due to puerperal infection 
is an occasional complication of the puerperium. 
The whole subect of toxemia of pregnancy is as 
yet in a chaotic state. It is to be hoped that mod- 
ern methods of research in the field of blood 
chemistry may clear up some of the theoretic 
speculation which pertains to it, but at the pres- 
ent time we only know positively that certain tox- 
ins, apparently of endogenous origin, are fre- 
quently manufactured in the body of the pregnant 
woman and do lead to eclampsia, pernicious 
vomiting and other toxic phenomena. 

Before presenting my case reports I would like 
to refresh the reader’s memory on a few points 
pertaining to the subject of multiple neuritis, 
making special reference to the so-called puer- 
peral type, and to those forms in which marked 
morbid psychic phenomena have been most prone 
to occur. It is a well-established conclusion that 
focal or multiple neuritides may be caused by a 
great variety of infectious diseases and poisons, 
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that the infections which are most prone to gene- 
rate tenacious toxins are most frequently followed 
hy neuritis, and that the neuritides following 
metallic poisoning usually manifest themselves 


2s subacute or chronic sequelae, no matter 
whether the introxication be acute or chronic. We 
are much more apt to have multiple neuritis fol- 
lowing diphtheria, scarlatina and typhoid, tha: 
we are the lighter infections observed in the mor 
mild and evandescent exanthemata. This is un- 
doubtedly due to the fact that in the former dis- 
eases the nervous system is more persistently satu- 
rated with chemical poisons generated or incited 
by the microorganisms which have invaded the 
hody. In other words, it seems apparent that the 
causative agents of these more grave disorders 
produce toxins in greater abundance, and that 
said toxins are more freely distributed throughout 
the body by way of the circulatory system and 
lymphatics. 

Among other forms of multiple neuritis the 
uleoholic type has possibly afforded the greatest 
opportunity for clinical study, since the charit\ 
hospitals in our large cities have heretofore al- 
ways harbored a large contingent of liquor-satu- 
rated human derelicts. In 1887, Korsakoff' de- 
scribed a form of mental disturbance which he 
found to be a very frequent complication or symp- 
tom, of alcoholic multiple neuritis. This psy- 
chosis presents as its outstanding features a (le- 
fect in immediate memory, retroactive amnesia 
and fabrication, with almost normal retention oi 
past memory. At the present time the literature 
teems with case reports confirming his observa- 
tions. 

Since the advent of the automobile, and the 
more extensive use of coal gas, quite a few cases 
of Korsakoff’s psychosis have been reported as 
occurring in the carbon monoxid neuritides, and 
it has been observed that the defect in immediate 
memory in these cases has been very marked ani 
prolonged—so prolonged, in fact, that it is 
thought that in many instances it is permanent. 
It was not until I had the opportunity to observe 
the clinical course in the case of Mrs. B. W. T.. 
whose history subsequently appears in this report 
as Case 1, that I knew that the Korsakoff syn- 
drome might appear in the multiple neuritides 
having their etiologic origin in the other forms 
of toxemia. 

It will be of interest to note that in a very ex- 
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tensive and detailed contribution to this subject 
by Von Hésslin* the statement is made that the 
Korsakoff syndrome is reported as having been 
observed in the multiple neuritis following tox- 
emia of pregnancy, long before Korsakoff placed 
his syndrome before the scientific world. In 
addition to this, the same contributor states that 
pro rata, the incidence of this psychosis is much 
more frequent in the neuritides following gesta- 
(The 
same old story—“There is nothing new under the 
sun.”) Von Hésslin is further responsible for 
the following reliable conclusions pertaining to 
this subject:—that there is a form of multiple 
neuritis which takes its origin in the toxemia of 
pregnancy which is wholly independent of any 
infection; that this malady may have its onset 
either before or after delivery; that when recog- 
uized, therapeutic abortion should be resorted 
to; that the termination of pregnancy hastens re- 
covery; that convalescence is protracted, it hav- 
ing been four years before the patellar reflexes 
returned in one case which came under his ob- 
servation, and that isolated neuritides may occur 
in place of the disseminated type, their location 
being determined frequently by inter-current cir- 
cumstances, such as slight trauma and stretch- 
ing of the nerve trunks during the violent physical 
activities incident to delivery, or as the result 
of pressure of the fetal head in the mother’s 
pelvis. This rather lengthy reference to Von 
Hosslin’s article is prompted by the fact that as 
far as 1 have been able to find, it is the most com- 
prehensive and exhaustive treatise obtainable on 
this subject. 

In making a study of the effect of various 
toxic substances on the nervous system, it has 
probably occurred to us all that although their 
haneful effect most frequently seems to confine 
itself to the peripheral nerves, it is reasonable to 
doubt whether this dividing anatomical line can 
safely be drawn. One has only to ponder upon 
the protean manifestations of epidemic encephal)- 
tis, the various forms of myelitis, and the nervous 
sequelae of the “Flu,” to convince himself that 
it is far oftener a “happen so” than otherwise, 
that one nervous structure becomes involved, and 
another remains intact. At this point the mental 
disorders which accompany such toxic processes 
as the one under consideration tend to bridge over 
the gap, and give us a clinical foundation for the 


tional toxemia than in alcoholic neuritis. 
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belief that in many, and possibly in all cases of 
profound toxemia resulting in multiple neuritis, 
the central as well as the peripheral nervous struc- 
tures are involved. 

In two of the cases to be subsequently re- 
ported, a temporary loss of sphincter control was 
observed, and while this was attributed at the 
time to mental clouding, I have never been fully 
satisfied that this explanation is adequate. Then, 
too, in Case 2, also to be subsequently reported, 
the muscular atrophies which were pronounced 
during the third month of the illness tended to 
be irregular in their distribution, suggesting a 
nuclear origin with preponderance of marked 
tissue reactions in certain spinal segmental areas. 
Apropos of this phase of the subject, we are in- 
debted to Stuart*, who in an article entitled 
“Puerperal Neutitis and Poliomyelitis,” recites 
the clinical history of a typical fatal case of 
multiple neuritis originating in the toxemia of 
pregnancy, in which an autopsy was performed, 
followed by a complete systematic miscroscopic 
study of representative portions of the whole cen- 
tral nervous system. As a result of this investi- 
gation, it was found that in addition to the 
classical changes in the nerve trunks which char- 
acterize multiple neuritis, there were also exten- 
sive degenerative changes in the posterior and 
lateral tracts of the cord, and of its ganglionic 
cells as well, the cells of the anterior horns in 
the cervical region seeming to have suffered most. 

Case I. Mrs. B. W. T. entered the Iowa Metho- 
dist Hospital, March 9, 1914, with an admission 
diagnosis of pernicious vomiting of pregnancy, and 
the following history was obtained from her attend- 
ing physician, the husband, and the patient herself: 

Female, aged 29 years; married five years; one liv- 
ing child aged two; no previous miscarriages; vom- 
ited rather persistently for three months during the 
first pregnancy. 

Family history negative, with the exception that one 
sister has twice been confined in a sanitorium for a 
brief period, on account of some mental disorder. 

Previous history: At the age of ten, within a period 
of three months, patient suffered from measles, pneu- 
monia and typhoid fever, but made an uneventful re- 
covery from all; has had a few attacks of tonsilitis: 
at age of eighteen had a fall which she says produced 
some uterine prolapse; otherwise, previous history, 
nebative. 

Present history: Became pregnant about December 
15, 1913; about February 1, 1914, began to suffer from 
severe incessant vomiting which continued for approx- 
imately six weeks, during the first month of which she 
was cared for in her home by her family physician. 
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On admission to the Hospital, March 9, the attending 
physician on whose service she was admitted, made the 
following clinical notes: “has been vomiting on an 
average of ten times a day, more in the morning but 
also has severe attacks late in the evening; some blood 
has recently been observed in the vomitus; yesterday 
had some abdominal pain and a slight bloody vaginal 
discharge; thinks she has lost twenty pounds in weight 
since the beginning of illness; patient brought to hos- 
pital on cot; very weak; pulse 116; temp. 99; resp. 
24; tongue moist and clean; cranial nerves negative; 
thryroid gland normal; heart and lungs negative; ab- 
domen retracted; uterus enlarged and palpable; ex- 
tremities normal. March 13, after restriction of food, 
and enemata containing large doses of bromide, the 
vomiting has been much relieved; uterine pains have 
increased and the hemorrhagic vaginal discharge has 
become more profuse; therapeutic abortion deemed 
necessary ; March 13, uterus emptied; patient in critical 
state for several hours following operation; required 
considerable stimulation; now much improved; no 
vomiting.” After the last notation, patient gradually 
improved, grew somewhat stronger, and up to April 1, 
it was thought that convalescence had been thoroughly 
established. A clinical notation dated April 1 indi- 
cates an unexplainable attack of vomiting, necessitat- 
ing restriction of food. A pelvic examination at this 


time revealed no abnormality, and it was thought that 
patient was developing a neurosis. 


At this stage of 
the illness, urine analyses were negative, but a blood 
count revealed a mild degree of secondary anemia. 
Shortly after this, Mrs. T. noticed that her lower 
extremities felt very heavy, that they tingled and 
were painful. This rapidly increased until the numb- 
ness was very pronounced. The power of voluntary 
movement was lost in the lower extremities and the 
pain became very severe. Within a few hours the 
same sequence of symptoms developed in the upper 
extremities and it was only a short time until volun- 
tary movement was impossible in all four extremities. 
About this time there occurred a very marked diminu- 
tion in visual acuity. When the multiple neuritic 
symptoms became well established, it was noted that 
some mental confusion developed, the most remark- 
able feature of which was a loss of memory for 
recent events. There was no distinct tendency to 
fabrication, but the memory defect was identical with 
that observed in cases of alcoholic neuritis or carbon 
monoxid poisoning. At one time patient thought that 
the noises in the hospital were the result of a recep- 
tion being held. 

At the time when I was permitted to see the pa- 
tient, the multiple neuritis syndrome had been estab- 
lished for about two weeks. I found her very dull and 
apathetic. She responded to questions fairly well, But 
could not remember events which had transpired ten 
or fifteen minutes before. There was a marked 
flaccid paralysis of all four extremities; the deep 
reflexes were abolished; the nerve trunks were very 
sensitive to pressure, and the peripheral portions of 
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the extremities were anesthetic and analgesic. The 
muscles of the extremities, and some of the trunk 
muscles were atrophic. The pupils responded normall) 
to light and distance. At this time a loss of sphincter 
control tended to confuse the diagnosis, but it was 
subsequently determined that the incontinence of 
bladder and bowel was due to her cloudy mental 
state, and not to spinal cord involvement. A _ blood 
Wassermann made at this time was entirely negative. 
After suffering for over a month from the neuritic 
symptoms, during which time the stomach and ey 
symptoms completely cleared up, Mrs. T was dis- 
charged from the hospital, and returned to her home. 
The subsequent history pertaining to her convalescence 
I have recently obtained from the patient herself, 
She makes the following statement: “My hands and 
upper extremities improved first; the sensibility came 
back first, then the muscular action began to improve, 
but it was late in August, 1914, before I could hold 
my hands on a level with my forearms (on account 
of wrist drop); I was unable to get about on my 
feet until February, 1915; the return of sensibility 
here as in the upper extremities preceded that of mo- 
tion; one thing which delayed walking was the fact 
that my legs and thighs had become drawn up during 
the period of their disability, and it took considerable 
massaging and manipulation to get my knees straight- 
ened out; my memory had pretty much returned by 
the time I began to walk, but even now (December 5, 
1920) it is a little bad for recent events.” At the 
time Mrs. T. gave me the history of her convalescence, 
I made a brief neurological examination for the pur- 
pose of ruling out any cord disease, such as tabes, and 
the only abnormalities I could detect were a slight 
weakness in the anterior tibial group of muscles, ab- 
sence of the achilles jerks, and a little tendency to 
steppage gait. The pupils were prompt to light and 
distance, and there were no indications of any nervous 
trouble that could not well be explained by her pre- 
vious attack of multiple toxic neuritis, 

Case 2. Mrs. H. P., female, aged 26 years, mar- 
ried five years; no living children; husband living and 
well, 

Family history negative, except that the mother of 
the patient is somewhat neurotic, and vomited a great 
deal throughout her pregnancies. 

Previous history, negative. 

Sometime in July, 1916, patient became pregnant; at 
about the end of the sixth week began to be very naus- 
eated and vomited frequently; vomiting rapidly in- 
creased in severity and reached its acme about the 
middle of October; every effort to control the trouble 
seemed to be fruitless; on November 1 it was decided 
that a therapeutic abortion was advisable, and this pro- 
cedure was resorted to at once; patient states that she 
has no recollection of entering the hospital three days 
prior to the abortion; within a very short time after 
the uterus was emptied, probably a matter of two or 
three days, a marked weakness developed in the lower 
extremities; little pain was complained of, aside from 
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what the patient designated as cramps in her legs; 
at the time when the lower extremities became dis- 
abled, there were a few occasions on which the blad- 
der and bowel were evacuated involuntarily. 

On November 19, I was permitted to see Mrs. P. in 
consultation with her family physician, and the follow- 
ing observations were made and noted: Patient is in 
fair state of nutrition; pulse 110; temp. 99.4; resp. 24; 
heart and lungs negative; pupils prompt to light and 
in accommodation; abdomen and pelvis negative; ocu- 
lar fundi negative; hearing normal; speech normal; 
complains of some dimness of vision; facial move- 
ments normal, as is facial sensibility; tongue protrudes 
straight; palate normal; olfactory and gustatory func- 
tions normal. There is a marked flaccid paralysis of 
both lower extremities, with bilateral absence of both 
patellar and achilles reflexes. There is a slight bi- 
lateral and summetrical diminution of sensibility to 
pin prick and cotton wool, most marked in the feet 
and gradually shading off into normal as the knees are 
approached. The posterior tibial and sciatic nerve 
trunks are hypersensitive to pressure. Plantar re- 
flexes normal; the lower extremities exhibit hyper- 
hydrosis; there is some weakness and clumsiness of 
the upper extremities with a slight suggestion of 
paresthesia. 

The patient’s mental state is of great interest. She 
is somewhat confused at times, highly emotional, and 
her memory for immediate happenings is extremely 
poor. She does not remember from one moment to 
another what has happened. She is disoriented as to 
time, but not as to person or place. There is no dis- 
tinct tendency to fabrication, although her confusion 
as to the lapse of time occasionally causes her to 
make misstatements. A urine analysis reveils a faint 
trace of albumin with a few hyalin casts but is other- 
wise negative. After having examined Mrs. T. a 
short time previously, it was not at all difficult to ar- 
rive at a diagnosis in this case. I was particularly in- 
terested to note the same memory defect occurring in 
both cases. 

In January, 1917, I made a trip to the home of 
Mrs. P. and made a second examination, with a view 
to determining the progress or degree of improvement 
which she had made, and I here present the following 
memorandum: Mrs. P. presents no abnormalities of 
the cranial nerves; she has full control of the upper 
extremities, and there are no sensory changes to be 
made out, save for a little hyperesthesia of the cuta- 
neous surfaces of both feet. She is now able to flex 
both thighs on the abdomen, can move both feet and 
all the toes quite freely, but cannot extend the legs 
on the thighs. Dorsal flexion of the feet is still ac- 
complished with great difficulty. The muscles of the 
lower extremities are uniformly and markedly atro- 
phic, and there is even some atrophy in the lumbar 
muscles. The nerve trunks in the thighs and legs are 
still very sensitive to pressure. The sphincters have 
been under complete control since the time of my first 
examination. The memory defect has almost disap- 
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peared, though there is still some difficulty in remem- 
bering recent happenings. ‘ 

In a recent letter from Mrs. P. in answer to one 
of inquiry sent her before starting to complete this 
report, she states that she was unable to be about and 
use her lower extremities until June, 1917, seven 
months after the onset of her illness, and she states 
that her memory was very noticeably impaired for a 
year after the initiation of her illness, and is, she 
thinks, still somewhat defective. 

In this case, as in the previous one, a diagnosis of 
multiple neuritis with memory defect, following 
toxemia of pregnancy, was, I think, wholly justified, 
and in this case as in the former, there was at no 
time any convincing evidence of puerperal or gesta- 
tional infection. 

Case 3. Mrs. E. K. E., formerly a nurse, became 
pregnant some time in August or September, 1918. 
During the second month of gestation she developed 
hyperemesis which reached its greatest severity during 
the third month, at which time her attending physician 
considered the advisability of terminating the preg- 
nancy. Being exceedingly desirous of giving birth to 
a living child, she herself determined to brave the 
dangers and attempt to continue to full term. During 
the fourth month of the pregnancy, the vomiting be- 
came less severe, but about this time she suffered 
from an attack of the “Flu,’ which contributed greatly 
to her exhaustion. Very shortly after her recovery 
from the “Flu,” in association with a residuum of the 
vomiting, she developed, rather abruptly, a sym- 
metrical, flaccid paralysis in all four extremities, ac- 
companied by extreme pain, and acute sensitiveness of 
the nerve trunks. While these symptoms were mani- 
fest in the upper extremities, they were much more 
aggravated in the lower, and the peripheral portions 
were more involved than the proximal. ‘ There was 
some blurring of vision, slight diplopia, mild delirium, 
loss of immediate memory, but no tendency to fabri- 
cation. 


I was permitted to examine this patient at the be- 


ginning of the seventh month of gestation. The 
essential features of the examination were as fol- 
lows: temperature 99 4/5; pulse 120; blood pressure, 
systolic 110, diastolic 80; heart negative, with the ex- 
ception of a very faint first sound at the apex; ab- 
domen enlarged, the uterus easily palpable, with its 
fundus extending to a point two inches above the um- 
bilicus; there was no evidence of involvement of the 
cranial nerves, save for unequal, slightly irregular, 
fixed pupils, which were unresponsive both to light 
and in accommodation; there was a marked weakness 
of the musculature of the upper extremities, which 
was perhaps more marked in the extensors of the 
wrists; sensibility to cotton wool and pin prick was 
diminished in the hands; the deep reflexes in both 
upper extremities were present, but diminished; there 
was slight atrophy of the small muscles of the hands: 
in the lower extremities a like condition was revealed, 
only in a more marked degree, the anesthesia and 
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analgesia being very pronounced in the feet; there 
was great muscular weakness with foot drop; the pos- 
terior, tibial nerves were exceedingly hyperesthetic to 
pressure and a moderate degree of muscular atrophy 
was noticeable; the patellar and achilles jerks were 
absent and complaint was made of subjective, deep 
seated, aching leg pain. The patient’s most character- 
istic mental abnormality was a diminished immediate 
memory; in this case, this feature was not so pro- 
nounced, but was sufficiently so, to be readily observed 
on examination, and to attract the attention of her 
relatives and bedside companions. A blood count was 
not made; the urine was at no time of diagnostic 
interest, though on one or two occasions it contained 
a slight trace of albumin, with a few casts; the blood 
Wassermann was entirely negative. 

Aside from confirming the diagnosis of the family 
physician, the principal reason for my having been 
called in consultation was to determine the advisability 
of terminating the pregnancy, or allowing the patient 
to go to full term. Inasmuch as I did not see her 
until the seventh month of pregnancy, at which time 
the vomiting had ceased and all the symptoms of the 
neuritis were receding, and inasmuch as we felt that 
delivery at full term would not be attended with 
much more strain than at seven months, we felt that 
the chances were about equal, whichever course was 
taken. We therefore allowed the patient to cast the 
deciding vote and permitted her to proceed without 
premature delivery. On March 28, 1919, some time 
during the eighth month of gestation, she was deliv- 
ered of a slightly premature child, and died twenty- 
four hours later. I have been unable to gain any 
satisfactory information as to the exact cause of 
death, and am obliged to assume that it was the re- 
sult of either heart failure or exhaustion. 

The points of greatest interest in this case are: 

1. The multiple neuritis with memory defect. 

2. The fact that she had apparently weathered the 
storm of gestational toxemia, and an attack of 
“Flu” as well. 

That premature delivery did not take place until 
the eighth month of the gestational period. 

Case 4. Mrs. E. W., aged 36 years, married fifteen 
years. Three previous pregnancies which went to full 
term; considerable vomiting in the early months of 
each. 

Family history negative. 

Previous history: The patient had one attack, of a 
psychoneurotic character, at the age of thirty, which 
lasted three and one half months. Otherwise, pre- 
vious history negative. 

The pregnancy which seems to have been the ex- 
citing factor of the present illness is thought to have 
begun June 6, 1920. About June 28 paticnt began to 
suffer from hyperemesis which increased in severity, 
reaching its acme about July 15. She was unable to 
retain anything except a very small amount of nourish- 
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ment, up to the time of therapeutic abortion, which 
was resorted to August 21, 1920. There was a sligh: 
elevation of temperature for a few days subse>.: 
to the curettage, the highest point reached being 
102° F. There were, however, no other indications 
sepsis. On or about September 1, 1920, patient becar 
disoriented—thought she was in some place otlier thay 
her home; complained of pain in her lower extremi- 
ties, especially in the posterior tibial region; within an 
hour after eating would forget the articles which com- 
posed the meal; was also disoriented as to time— 
could not remember persons who had been in to sce 
her, a half hour after they had made their visits, but 
her memory for past events seemd to be perfectly 
normal. 

At the time of my examination, which was incident 
to a consultation with the attending physician, on 
October 19, 1920, I had occasion to verify the mental 
peculiarities just given. In addition, I found the 
cranial nerves to be normal; heart and lungs nega- 
tive; pulse 110; temperature 99.8; the movements and 
sensibility of the upper extremities normal; marked 
weakness of the muscles in the lower extremities, 
especially from the knees down; subjective and objec- 
tive anesthesia most pronounced in the feet, shading 
off into normal in the vicinity of the knees; extreme 
tenderness of the calf muscles and pronounced hyper- 
esthesia of the posterior tibial nerves on pressure. 
Owing to a lack of facilities, a blood count was not 
made. The urine analysis made by the attending 
physician just prior to my examination revealed no 
abnormalities, save a slight trace of albumin. 

Basing my opinion upon the clinical history and its 
sequence of events, together with the unquestionable 
evidence of neuritis in the lower extremities, and the 
characteristic mental disturbance, the diagnosis of 
puerperal multiple neuritis accompanied by a Korsa- 
koff’s psychosis, was made. In a communication re- 
ceived from her family physician, dated January 12, 
1921, he states that all mental symptoms seemed to 
have passed away by November 20, 1920, and the pa- 
tient was able to walk with assistance December 1, 
1920. Her memory at the present time seems to be per- 
fectly normal, but there still remains in the lower 
extremities some atrophy and reduction of muscular 
power. 


For the sake of clarity, it may be well to em- 
phasize the outstanding features in the foregoing 
case reports. In all four cases there existed in 
the early months of pregnancy hyperemesis. In 
cases 1 and 4, therapeutic abortion was per- 
formed at the end of the third month, and in case 
2 during the fourth month. In case 3 the patient 
went to the eighth month and was delivered spon- 
taneously. In cases 1, 2 and 4, although there 
was abundance of evidence of profound toxemia 
before abortion, the symptoms of neuritis did 
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not occur until a short time after the uterus was 
emptied. In case 3 the patient struggled through 
the state of hyperemesis and just prior to spon- 
taneous delivery during the eighth month, seemed 
to be recovering from her neuritis. In all four 
cases the clinical evidences of multiple neuritis 
were sufficiently classical to place the diagnosis 
beyond reasonable doubt. Cases 1 and 2, be- 
cause of temporary sphincter incontinence, sug- 
cested the possibility of spinal cord involvement, 
and in case 2 the irregular distribution of the 
muscular atrophies much more strongly suggested 
In all the cases a loss of recent 


cord disease. 
memory and unreliability of statement were very 


pronounced symptoms. In case 2 retroactive 
amnesia was a prominent feature. In case 3 
death occurred after delivery, while in case 4 
sufficient time has not yet elapsed to make a re- 
port possible. She is, however, convalescent. In 
cases 1 and 2 both patients feel that they have 
never fully regained their original powers of im- 
mediate memory, seven and five years respec- 
tively, after the onset of their illnesses. Mrs. 
T. (case 1) still has absence of the patellar re- 
flexes and a slight tendency to foot drop. 

In conelusion I wish to emphasize the follow- 
ing salient clinical facts: 

1. That toxic multiple neuritis is a frequent 
sequel to hyperemesis gravidarum. 

2. That multiple neuritis may develop during 
gestation or in the puerperium without any de- 
pendable evidence of underlying infection. 

3. That a mild psychosis of the Korsakoff 
type is very prone to occur in this type of mul- 
tiple neuritis. 

4. That therapeutic abortion is perhaps too 
long deferred in many cases of hyperemesis and 
is the best remedial measure, and is the most sure 
means of preventing multiple neuritis. 

5. That the Korsakoff psychosis was recog- 
nized as a very common accompaniment of mul- 
tiple neuritis following hyperemesis gravidarum, 
long before Korsakoff affixed his name to the 
tame syndrome which he observed in alcoholic 
neuritis, 
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PRESIDENT’S ADDRESS* 


C. E. E1serz, M. D. 
EAST ST. LOUIS, ILL. 

A year ago today we met in the beautiful little 
city of Carbondale, Ill. They treated us as true 
sons and daughters of Southern Illinois only can. 
They gave us the use of their school auditorium 
for our public meeting and the Elk’s Club for 
our scientific. The ladies of the city furnished 
us a wonderful banquet. The city of Belleville 
has done all this and went them one better by 
not only giving us the keys to the city but I 
understand they have insisted that our Secretary 
carry the keys to the jail. Why they have in- 
sisted on his taking possession of these particular 
keys I do not know unless they wish us to be 
perfectly at home. And I believe they are right 
as the doctor gets most every place while mak- 
ing his rounds of professional duty. The rich 
home and the poor home come under his observa- 
tion while practicing his profession. We should 
at least feel safe while these keys jingle in Dr. 
Capel’s, our worthy secretary’s pocket. So kind 
friends in case you should need these keys during 
our stay in this city, our congenial secretary, | 
am sure will accommodate you with them. 

The Southern Illinois Medical Association 
meets every year to take up the topics that are 
most interesting to the medical profession and 
also to hold a public meeting so that the people 
and the medical profession can get better ac- 
quainted. This organization has been doing this 
for 47 years. In the 47 years there has not been 
a meeting that has not terminated successfully. 
The doctor continuously strives to be of service 
to you in sickness and in health. The doctors 
are one of the first to try and have such laws as 
are detrimental to the public health defeated. 
When a. law is one that protects public health 
he uses all his power to try and make our legis- 
lature see that it is best to pass such a law. He 
is not always successful but the reason he is not 
successful at such a time is because the public 
does not take a hand. If we can get the hearty 
co-operation of the people of the state there would 
not be any law detrimental to public health. All 
public health laws would be for our benefit. The 
housing conditions of our working men would 
be better. Our sanitary conditions throughout 
the state would also be improved. So, kind 


*Read at the 47th annual meeting of the Southern Illinois 
Medical Association at Belleville, November 3 and 4, 1921. 
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friends, when you hear your family physician 
speak of public health laws help him bring pres- 
sure to bear on those who are most willing but 
do not always know what is best to do. Many 
times it is said the doctor wishes such laws 
passed for his own benefit but that is far from 
the truth. What business or professional man 
will send delegates to their capitol to help enact 
Jaws that are destructive to their finances. The 
quarantine laws have been backed by the medical 
profession not because they are for the benefit 
of the physician. They are for the people, their 
friends and patients. Who has to shoulder the 
burden of these quarantine laws? The patient 
blames the physician for his isolation even 
though they know this is the only means by 
which we can control epidemics. They do not 
seem to realize that doctors would be richer many 
times financially if they did not help enforce 
these laws. For if there were no such laws the 
doctor would not treat only one patient but prob- 
ably a dozen or more. A true physician does not 
cure diesase but prevents the contamination of 
others. 

Vaccination is not compulsory but we realize 
it is the only prevention against smallpox we 
have. 
Life Insurance Company, whose duty is to ad- 
vise this Company what risks are good and what 
are not, says: “All the scientific information 
which we have is clear on the fact that vaccina- 
tion prevents smallpox ; that it is the only method 
of preventing the disease and that if properly 
conducted it is a thoroughly safe prophylactic 
measure.” When a man in his position takes 
such a stand in regard to vaccination it should 
carry some weight. Do you notice all large in- 
surance companies today have a question asking 
whether you have been vaccinated or not? They 
know if you have they are not going to pay your 
relatives for your death from smallpox. It is 
safety first with them and strictly business. If 
it is safety first and strictly business with them, 
as you also have your life at stake it should be 
an important matter that yourself and loved ones 
are protected. Many times you have heard the 
little story of some one who has lost an arm from 
vaccination. I have seen arms that were swollen 
and vaccination wounds that were infected from 
carelessness. I have never been able to trace 
these stories and find a person who has been so 
unfortunate as to lose an arm. I have talked to 
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many of my colleagues but none of them have 
any personal knowledge as to the identity of such 
an unfortunate person. The stories, I thoroughly 
believe, are only spread by some careless people 


who do not wish to be vaccinated. It does not 
make any difference what part of the body you 
vaccinate. With prevailing styles the girls are 
becoming more opposed to vaccination. Not that 
they fear vaccination. They do not know where 
to hide the sear. Your family physician knowing 
more about yourself than you do will help vou 
in this matter. I think a good vaccination scar 
should be considered a beauty mark, for it is an 
indication that you will not be contaminated 
from this beauty destroyer and loathsome dis- 
ease. Whole villages, before we knew how to 
prevent smallpox by vaccination, were wiped out. 
I have never seen a case of smallpox where a 
patient had a good vaccination scar. The late 
Sir William Osler says this of the Anti-vaccina- 
tionists: “There is a group of individuals in 
every community of that particular order of 
mind which renders them incapable of sane judg- 
ment and who seek in every way to oppose vac- 
cination, not only for themselves but also for 
others.” 

Before vaccination in England 7 to 9 of all 
deaths were due to smallpox. Glasgow, Scotland, 
has recently had 500 cases of smallpox with 100 
deaths. In some sections of our country small- 
pox is increasing. If all the people were vac- 
cinated this would not be true. But here are 
the facts for the past five years: 

1920 
4502 
6785 
7228 
4848 


5447 
8536 


DN. cv 225s deeehag eae 
Indiana 


Minnesota 
Illinois 

Anti-vaccination amendments were defeated 
in California and in Oregon last fall. Over 
350,000 votes were cast favorable in California 
alone. 

Diphtheria anti-toxin is being distributed by 
our state health department, by so doing it gives 
the poor child as well as the rich child a chance 
of recovery from this disease. Without the anti- 
toxin the mortality was about 90 per cent. With 
the use of this wonderful remedy the mortality 
has dropped to 5 per cent. Still some people are 
opposed to this remedy. The mule and his father 
do not believe in the veterinary surgeon. They 
kick and he-haw when he tries to help them. They 
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are also very much opposed to any remedy he 
may use, whether it is anti-toxin or some mild 
ointment or giving him such a mild dose as a 
quart of castor oil by mouth, but he cures them 
just the same. So you do not have to believe or 
have confidence in some things. They work for 
you whether you wish or not. In the case of the 
mule and his father you can use force but with 
a human being it is rather a strenuous ordeal 
sometimes to get hard-headed mothers and 
fathers to give you a chance to use this wonder- 
ful remedy that cure diphtheria. And if given 
early in the disease it is most positive of good 
results. 

In the state of Illinois from July 16 to August 
15, 1921, inclusive, there were 195 deaths from 
measles, scarlet fever, whooping cough and 
diphtheria, diphtheria leading with 98. Whoop- 
ing cough, which many think a mild disease, was 
second with 50 deaths, as many dying as with 
measles and scarlet fever combined. 

August 16 to September 15, 1921, there were 
163 deaths from measles, scarlet fever, whooping 
cough and diphtheria, diphtheria leading with 
86, whooping cough second with 40. Again more 
dying in a given time than measles and scarlet 
fever combined. I am not trying to frighten 
you but to give you facts as to the real serious- 
ness of whooping cough. Every one is frightened 
when it is pronounced the patient has typhoid 
fever. 

From July 16 to August 15, 1921, there were 
17 more deaths from whooping cough than from 
typhoid. From August 16 to September 15, 1921, 
there were 3 more deaths from whooping cough 
than from typhoid. Again you see whooping 
cough more serious than the dreaded typhoid. 

Do you know that the city doctor is rarely 
called to treat a typhoid patient. Where there 
is pure water supply and a good drainage sys- 
tem there is no typhoid with a local origin. 
There is more typhoid in small towns and in the 
country. There are few typhoid cases in the 
city. I do not mean the small towns and the 
country can not prevent this. The fact remains 
they do not. If the farmer and the small city 
fathers should follow the local physican’s advice 
where to place out-houses and barns and how to 
drain their places I am sure we could wipe 
typhoid from the earth. When in small towns 
and in the country be sure to boil all drinking 
water and milk. As most of our milk comes 
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from the country it is safer to boil it all times. 

There are 2,752 separate and distinct health 
jurisdictions in Illinois. Not more than 400 
have medical health officers. Just think, 2,352 
health officers in the state of Illinois who know 
nothing or very little of what is necessary to pre- 
vent disease. No wonder there are epidemics in 
such localities. And is it any wonder that they 
let people come to other towns and convey the 
disease there also? There should be a medical 
man in each community to enforce quarantine 
laws. He is the only one that seems to know the 
true conditions and when, where and how to en- 
force these. 

As Honorable James A. Reed sees Senate Bill 
1039, known as the Child Welfare Bill, it is a 
wonder, and mothers, this bill ought to interest 
you. It seems a lot of old maids at Washington, 
not having any babies of their own or husbands 
either, feel justified in backing up a law by which 
they can replace the mothers of our country. 
They would have every pregnant woman forced 
to register. I suppose some old maid stenog- 
rapher would be employed for this. Govern- 
mental prenatal examination of expecting 
mothers would be compulsory! When expectant 
mothers hesitate to be examined by the family 
physician who brought her into the world and 
perhaps her own babies. They wish to inter- 
fere with the right of a woman to secure the serv- 
ice of a midwife or physician of her own selec- 
tion. It contemplates the inspection of the 
mother before child birth and the intermeddling 
by officials in the care a mother may give her 
offspring. 

According to the opinion of these reformers 
and theorists, no housewife can cook a meal 
properly unless instructed by them. Mothers 
are incapable of properly bearing until they have 
had at least a few lessons from women who have 
never given birth to a child. 

Before this band of devoted spinsters who do 
not have babies, assayed the task of teaching 
women who do have babies how to raise babies, 
billions of babies were born and managed some- 
how to survive with no other help than the care 
of a loving mother and the attention of “the 
old family doctor.” Ever since Eve first hugged 
Cain to her breast women have known how to 
feed a baby, what to feed a baby and when to 
feed a baby. The mother of today has sense 
enough to know in general what her baby needs. 
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When she is in doubt she resorts to the assistance 
of her husband, the counsel of some good old 
mother and the advice of the family doctor. 

Common sense is, after all, the best guide. The 
people living according to the rules of common 
sense, have reared all the races of men who have 
ever passed across this earth. It is now proposed 
to turn the control of the mothers of the land 
over to a few single ladies holding government 
jobs at Washington. I question whether one out 
of ten of these delightful reformers would make 
a bowl of buttermilk gruel that would not give a 
baby the colic in five minutes. We would better 
reverse the proposition and provide for a com- 
mittee of mothers to take charge of the old maids 
and teach them how to acquire a husband and 
have babies of their own. 





ORIGIN OF TRACHEO-BRONCHIAL 
INFLAMMATIONS.* 


J. Nress, M. D. 
CARMI, ILL. 


Tracheo-bronchial inflammations originate 
mainly if not all from metastatic infections, from 
inhaling of agents that are infectious and me- 
chanical or chemical irritants, and from chilling 
of the surface of the body. 

Metastatic infections of the path of the 
bronchi offer the basic problems of susceptibility 
and immunity common to infection elsewhere in 
the body. When we consider the violent inflam- 
matory processes which attend inhaling of some 
irritating chemical substance, and the accessi- 
bility of the entire air passage to infectious 
agents and inorganic substances, we marvel at 
the severity of the inflammation which is car- 
ried in some instances and the immunity which 
apparently exists toward other invading sub- 
stances that are carried into the remotest air 
passages by the ventilating air. Why pneu- 
mokoniosis is not a much more common affection 
than we find it to be is unexplained, and why 
bacteria] inhabitants of the mouth and pharynx 
which haven aprophytic existence in these loca- 
tions, become virulent pathogenic organisms 
in the lower air passages, also is in want of a 
satisfactory explanation. We know that the nor- 
mal respiratory membrane enjoys a certain pro- 
tective function against invading organisms, but 
just what happens when this immunity is lost is 


*Read at the 47th annual meeting Southern Illinois Medical 
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one of the unsolved problems. The defense of 
the upper air passages against infection has been 
amply demonstrated in bacteriological studies 
of the nasal and pharyngeal mucus after bac- 
teria had been sown upon mucus membranes. | 
the bacteriological studies show that the mucous 
secretions offer a formidable defense against tlie 
local invasion of bacteria. The course of the in- 
spired air through the nasal passages, the angula- 
tion of the pharynx, the stenosis of the glottis, 
and then again the short angulation at the 
bronchation of the bronchi and the branching of 
the bronchi give excellent opportunity for the 
mucosa to capture organisms and foreign maie- 
rials which are carried in with the inspired air. 

The defensive element in the anatomical struc- 
ture just referred to consists in the friction of 
the inhaled air against the mucous surface whic! 
results from reflection of air currents by inter- 
cepting surfaces, as in the nose and larynx and 
by change of direction as in the naso-pharynx 
and at the bifurcation of the trachea and further 
branching of the bronchi. In spite of this pro- 
tection which experimental infection shows is 
more effective than one might expect, we have 
not in the mechanical protection of the mucous 
lining of the air passage an infallible guard 
against invasion of the remote air passages | 
a great variety of organic and inorganic mate- 
rial suspended in the respired air. The total area 
of the mucosa of the tracheo-bronchial path lead- 
ing up to the respiratory units is very small com- 
pared with the total area of the true respiratory 
membrane but so far as defense against invasion 
is concerned investigation shows this function to 
be confined to the bronchial path. It is along 
the bronchi that lymphatics abound. There are 
no lymphatics about the air cells and the alveolar 
epithelia do not possess any phagocytic property. 
In medical practice we see a differentiation and 
association between bronchitis and air cell infec- 
tion which is analogous to the relation between 
lymphangitis of an extremity and the infection 
of the blood stream. 

Bronchitis is the most common disease of the 
air passages. The arrangement of the lymph 
vessels and the defense of the bronchial mucus 
account for the more frequent occurrence of the 
disease of the bronchi when we consider air borne 
invading agents. But when interval disturbances 
are considered we find no adequate explanation 
for varying and differentiation vulnerability that 
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exists in the air cells and in the bronchial tract. 
Chilling the surface of the body is attended by 
prompt hyperemia of the Schneiderian mem- 


brane. Whether this hyperemia is a response to 
purely nervous agents or results from activation 
of some substance by chilling of the blood with 
increased susceptibility to blood infection, thi 
does not seem applicable to bronchitis which i 
the result of exposure to cold. In the case of sus- 
ceptibility to blood infection we are dealing with 
a lowered temperature of the entire mass of cir- 
culating blood. In the case of bronchitis from 
cold we are dealing with a response to chilling of 
a small portion of blood. It is possible that a 
small portion of the total circulating blood may 
he chilled and as a consequence give rise to 
some activating agent which will cause hyperemia 
and edema of the tracheo-bronchial mucosa. The 
problem that remains to be solved is whether this 
local response to chilling of a portion of the 
body’s blood is due purely to activation of some 
chemical substance in the chilled portion of 
blood or whether there may be in addition to 
this activated substance an exaltation of the 
virulence of bacteria which are constantly 
vading the tracheo-bronchial mucosa. 

The bacteriology of the tracheo-bronchial p: 
is extremely difficult to interpret. It is diffie 
to know with certainty what organisms have 
merely a saprophytic part and what ones play 
an etiological role in bronchial disease. The 
significance of the presence of bacteria in the air 
passages is much in doubt with the exception of 
avery few bacteria such as the tubercle bacillus, 
spirocheta pallida and possibly the spirocheta, 
which produces and has been described and inter- 
preted by Castellain in a certain form of 
hemorrhagic bronchitis. When we are dealing 
with organisms which are normally found in the 
buccal cavity and nasal cavity, we are quite at a 
loss to interpret their exact role in the causation 
of bronchitis. Whether their causation is due 
to presence of a chemical substance in the blood 
or to symbiosis with some other organism is an 
unanswered question. Causes of bronchitis due 
to specific infections as tuberculosis, syphilis, 
ete., are well known. 

I wish now to say just a few words in refer- 
ence to non-specific tracheo-bronchitis. Non- 
specific tracheo-bronchitis is a clinical entity 
which remains differentiated from pneumonitis 
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quite as clearly as cellulitis or lymphangitis of 
an extremity may remain a_ local 
Lymphangitis may remain a local disease or may 
be attended with any grade of systemic invasions. 
The affection may begin and persist for varying 
periods as a localized bronchial inflammation. 
Systemic reactions and systemic bacterial in- 
vasions may accompany the disease while the 
inflammation is localized in the bronchi, where 
the disease frequently remains for its whole dura- 
tion. Pleurisy is a common accompaniment of 
bronchitis when the air cells are not invaded. The 
anatomical distribution of the lymphatics may 
be responsible for this. The bronchial tree and 
pleura are supplied with lymph vessels, but none 
have been demonstrated in the walls of air cells 
or respiratory units. That part of the lining 
which contains the respiratory membrane has no 
lymph vessels, whereas the pleura and that part 
which includes the dead space of the respiratory 
path are richly supplied with lymph channels. 
The clinical differentiation between lymphatic 
infection and endovascular infection strongly 
suggests the clinical differentiation between 
bronchitis and pneumonitis. 

Progress toward the conception of pneumonia 
as primarily a blood infection is much like the 
progress of former years from the idea of typhoid 
fever as an intestinal infection to the idea of a 
primary blood infection. Cytological and bac- 
teriological evidence has thus far not contributed 
to clinical differgntiation of these diseases of the 
respiratory tract. Nosological symptoms and 
physical signs from the involved organs do afford 
many evidences for determining when the dis- 
ease is confined to the dead space and when the 
true respiratory area is involved. 

There is a large number of cases in clinical 
practice whose pathogeny remains obscure. They 
are still classified under the general term of 
bronchitis because the bacteria found in the secre- 
tions fail to satisfy bacteriological criticism. It 
is impossible to determine in a large proport 
of bronchitides when a given organism plays a 
saprophytic or a pathological role. The bronchial 
mucosa it seems may be swollen and its secre- 
tions much increased from hyperemia due to 
the presence of some noxious chemical content 
of the blood as in gout or the hyperemia may 
follow chilling of the body surface. Even in 
these cases bacteria come into the field either as 
saprophytes or ‘as pathogenic organisms. 


disease. 
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THE DIFFERENTIAL DIAGNOSIS OF 
ABDOMINAL PAIN.* 


C. S. Satmon, M.D. 
CHICAGO 


I cannot help but feel that if we honestly ex- 
amine and confess our experiences, we would 
acknowledge that we often open the abdomen, 
and fail to find exactly what we expected. Dis- 
ease considered anatomically and physiologically 
is an aberrant exhibition of normal structure 
and functional changes; and its symptoms differ 
as widely in two individuals as their natural ex- 
ternal characteristics. The difficulties of diag- 
nosis depend therefore on natural causes. An- 
other difficulty is the similarity of symptoms 
produced by different diseases. 

In the light of these truisms, to discuss the 
differential significance of abdominal pain is from 
a practical standpoint unsatisfactory. Why ab- 
dominal pain? We know from actual experience 
that aside from peritoneum and mesentery, we 
may squeeze, pinch, cut or burn any of the nor- 
mal abdominal viscera, without eliciting much 
discomfort. But if a patholgical process were to 


intervene we immediately get a variety of pain- 


ful manifestations that is only limited by the 
ability of the patient to express himself. 

We are led to the generally accepted theory 
that the abdominal viscera have specific nerve 
endings which when unduly stimulated by disease 
respond by pain sensation. ‘That furthermore, 
the pain impulses if severe enough when received 
in the cord by the sympathetic route set up an 
irritation of adjacent nerve cells in the cord, and 
pain impulses are sent to the brain which mani- 
fest themselves as adjacent or referred pain. 
Accepting this as a working theory, promulgated 
by Henry Head, we can readily understand why 
pain in the shoulder, arm or even finger may be 
due to gall bladder disease. Why epigastric dis- 
comfort may be due to chronic appendicitis, or a 
painful testicle in kidney colic. 

A Symptom: Common to most pathological 
coditions in the abdomen, and to some conditions 
outside the abdomen. The symptom which you 
are most often called upon to treat, and as is 
often the case, the only symptom. A symptom 
for which you must depend on the patient to de- 
scribe to you and the telling of which is of 
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course subject to the temperament, social cop- 
ditions, and his command of English. The ey. 
pression of the educated woman, “Doctor, I have 
a periodic attack of distress in the pit of the 
stomach,” means differently to you than doves 
the Russian-Jewess “Der boch tudt mir vey,” or, 
the word “Bolly” with vague movements of the 
hands in the region of the abdomen with which 
the Slav greets you. 

In consideration of this symptom of pain on 
has to determine whether there is an actual path- 
ology in the abdomen, whether the symptom is 
referred to the abdomen from a lung, plura, rib, 
angina or caries of the spine; or whether it is a 
dyscrasia of tabes, chronic lead poisoning, hyper- 
thyroidism, anemia, uremia, or simply a mani- 
festation of hysteria. 

There is hardly a disease in the category of 
medicine that may not manifest itself by ¢ 
intestinal symptoms and incidently pain. Look 
through any text-book on medicine, and you will 
see with astonishing frequency reference to ab- 
dominal pain. Have you ever mistaken an ap- 
pendicitis for scarlet fever? Well, I have, and 
it was only because of the objections of the par- 
ents that I decided to wait until morning, whe 
the true nature of the disease became evident, or 
of a prominent internist who knew his patient 
did not have appendicitis and was patiently wait- 
ing for a Widal while the patient was succum)- 
ing to a diphtheric toxemia, or the meningitis 
that I recall which was being treated for ptomaine 
poisoning. 

In further consideration of this symptom, we 
should determine its location, its character, an( 
its modifying factors. Most acute abdominal 
conditions manifest themselves by diffuse pai 
and shortly thereafter localize themselves into 
one or another region. In this connection we are 
materially assisted by the symptom of tenderness. 
which when elicited localizes the diagnosis tv 
particular organs in that region. 

As regards character of pain, a complaint ma) 
vary from a moderate discomfort to the most 
agonizing manifestation of disturbance, and may 
be defined as boring, cutting, burning or griping. 
The colic which consists of accentuated peaks of 
pain lasting from several seconds to a few mil- 
utes followed by valleys of remissions nearly @l- 
ways denotes involvement of hollow viscus. The 
green apple colic may simulate the most extreme 
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acute surgical belly, and the obstruction of a 
carcinomatous bowel may be passed off as a 
chronie constipation. 

The Diversion of Attention—Suggestion: By 
concentrating the patient’s attention to the 
spleni¢e region or the pelvis, the neurasthenic will 
frequently forget her tenderness at McBurney’s 
point. A satisfactory defecation or passing of 
vas by relieving pressure of distention is always 
satisfactory ; the taking of food to relieve the hun- 
ger pains of peptic ulcer, the change of posture to 
relieve the dragging of a large liver or spleen 
or the accentuation of pain when turning to the 
left in perigastric adhesions to the bile passages 
may be of determining importance in diagnosis. 
differential 
diagnosis of all the possible conditions which 
produce pain in the belly is not within the scope 
of this paper, so we will just try to hit the “high 
spots” as it were and talk about the conditions in 
which pain is more or less determining factors in 


An extensive discussion of the 


the diagnosis. 

1. The acute abdominal crisis. 

Viewing this condition from the appearance it 
primarily presents itself to the clinitian, we are 
confronted with a display of acute symptoms 
which requires first and foremost a correct appre- 
ciation of their significance; and only secondly 
the possible nature of the lesion producing them. 
Not what has caused the symptoms, but are the 
symptoms such as to demand operative interven- 
tion with the least possible delay. 

It must not be understood that I deprecate the 
employment of every legitimate means to ascer- 
tain the cause of the acute seizure. What I am 
striving first to enforce is, that such measures 
should not stand in the way of our deciding at 
the earliest possible moment the performance of 
an operation. Under this heading we consider: 

1. Perforated gastric or duodenal ulcer. 
2. Perforating appendicitis. 
Acute intestinal obstruction. 
Ruptured extrauterine pregnancy. 
5. Acute pancreatitis. 
and rarer causes which as a rule present various 
earlier symptoms that may be sufficiently clear in 
themselves to suggest what has taken place, as 
1. Perforated tuberculous ulceration of in- 
testine. 
Carcinoma of bowel which has eaten 
through. 
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3. A collection of pus in 

appendix, gall bladder, fallopian tube, ovarian 
cyst, or uterine fibroid, not to mention other 
places, which suddenly burst into the peri- 
toneal cavity. When, having considered all pos- 
sible conditions, we may find on opening the 
abdomen a mesenteric thrombus or a twisted 
ovarian pedicle. - 

The foremost symptom in all of these condi- 
tions is pain—prostrating pain, indefinitely lo- 
calized pain. A pain so sharp, cutting and severe, 
that if it does not actually make the patient 
vomit, he is at least nauseated. The physical re- 
cults are such that he is compelled to desist from 
whatever he is doing and resort to the recumbent 
position. The severity of the seizure causes pal- 
lor and even beads of perspiration on his fore- 
head. 

It is only occasionally that the medical 
man is called in sufficiently early to see these 
symptoms in the acute initial stage. But, the 
story of the onset is sufficient. What we see and 
elicit will depend largely upon the interval of 
time that has elapsed since the patient was first 
taken ill. But, whatever the interval, we are 
impressed by the general appearance of the pa- 
tient. That he is ill and presents indications of 
shock: 1, 
elicit that the patient from time to time had suf- 
fered from dyspeptic symptoms, or possibly a his- 
tory of hematemesis. It may further be elicited 
that just prior to the sudden seizure there has 
been premonitory indications of gastric disturb- 
ances; as flatulance, acid eructations; and we 
may be told that when the pain started it was 
definitely felt in a particular spot in the epigas- 
trium. And, when we come to examine the 
region, we may find a distinct area of increased 
tenderness. 


In gastric ulcer we may be able to 


2. In appendicitis the most distinctive symp- 
tom is tenderness over McBurney’s point. Per- 
haps a history of previous attacks. 

3. In acute obstruction in the child we look 
for intususseption; there is usually no pain on 
palpation but the tumor, slime and blood in the 
bowel movements ; and let me say in this connec- 
tion, never hesitate to soil your finger by making 
a rectal examination. In adults, the pain is 
almost always in the unbilical region and though 
it eases off in time, it remains varying in con- 
stancy and degree. The variations depend on 
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the seat of the obstructions, whether high or low. 
The higher the obstruction, the more severe the 
manifestations. In old age, the symptoms may 
subside and mislead one into the belief that the 
obstruction has been relieved. When one comes 
to examine the patient, we find that the abdomen 
may be freely palpated, that pressure, rather than 
causing pain may relieve it. 

4. In ruptured ectopic there is marked tender- 
ness to palpation of the lower abdomen in both 
hypogastric and iliac region and rather acute 
pain when examined per vagina, when the cer- 
vix is suddenly pushed upward. This symptom 
with evidence of secondary hemorrhage should 


help to clear the diagnosis. 

It is to be borne in mind that we do not 
absolutely need distinctive symptoms; for in 
operating we should certainly find the lesion, 
althouzh we had previously possessed no knowl- 


edge of its existence; and to delay operation be- 
cause we are striving beforehand to locate the 
cause of the crisis would be a grave miscarriage 
of our duty in the proper treatment of the case. 
The possibility of confounding a tabetic crisis, 
chronic lead poisoning or even an enterospasm 
with an acute abdominal crisis should not be over- 
looked, and evidence of these conditions should 
be looked for. 

II. Peptic ulcer. Gastric and Duodenal ulcers 
are fundamentally alike and from the standpoint 
of pain will be considered together. 

There is a great tendency for the clinical mani- 
festations to appear in attacks. The attacks vary 
in duration from a few days to several weeks or 
months and there may be complete freedom of 
distress over long periods of time. The most con- 
stant and usually the most important diagnostic 
evidence is to be derived from an accurate study 
of subjective sensations of epigastric distress or 
pain. 

The distress varies from a slight uncomfortable 
sensation described as a fullness or pressure to 
intense pain. The distress is often attended by a 
feeling of epigastric oppression, akin to nausea. 
When pain is present, it is variously described as 
burning, gnawing, boring, cutting, tearing and 
cramp-like in character. 

In the absence of complications of peptic ulcer, 
the pain is entirely absent when the stomach is 
empty, that is, when the stomach contains only 
the usual secretions of a normal fasting stomach. 
Clinical distress, according to Sippy, in uncom- 
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plicated ulcer, is only found when the fluids of 
the stomach contain an adequate concentration of 
free H. C. L. If on emptying the stomach only 
a normal amount of acid is found, it is unlikely to 
be simple ulcer. Or, if the distress does not 
subside within a few days under appropriate 
treatment, look for something besides ulcer. 

The distress comes on from one to three hours 
after eating when free H. C. L. is at its height. 
It is relieved by eating anything that will dilut 
and take up the free H. C. L., a cracker, milk or 
even swallowing saliva when chewing gum may 
be sufficient to relieve distress. The heavier tl, 
meal the later the distress is likely to appear. 
Distress of ulcer is usually relieved by alkalies, 
by the use of a stomach tube, and by vomiting 
In the great majority of cases of peptic ulcer tly 
distress is located somewhere in the epigastrium, 
usually limited to a small circumscribed area: 
irrespective of whether gastric or duodenal. It is 
usually near the middle line, and even in viscer- 
optosis it is seldom below the umbilicus; rarely 
extends across epigastrium; sometimes to tli 
back and less often along the oesophagus. Whien 
the pain is extreme it may be diffuse. Tender. 
ness to pressure is not a constant symptom. It 
is usually present when spontaneous pain is at its 
height, but some patients may obtain relief }y 
steady pressure at the height of distress. Pain 
along the spine from 7-11 dorsal is not a constant 
symptom. 

When a case does not present this composite 
picture we should think of complications of ulcer: 

A. Pylorie obstruction: The pain is modified 
and prolonged both by the active peristalsis of the 
stomach trying to overcome the obstruction, and 
by the prolonged presence of food and secretion 
in the stomach stimulating the increased secre- 
tion of irritating fluids. 

B. Perigastritis, periduodenitis, abscess or ad- 
hesions as well as chronic perforation and hour 
glass stomachs, cloud the picture to the degree 
that we don’t know whether we are dealing wit! 
a stomach lesion or some neighboring organ. 

Regarding pain in gastric cancer, Rehfuss sums 
it well in saying that the conversion of a periodi 
or typical dyspeptic into a constant one 1 
strongly suggestive of cancer. That when pal! 
sooner or later becomes constant and aggravated 
by eating, one need hardly wait for a tumor, 
cachexia or metastasis. 

III. Gall Bladder. The means of eliciting gal! 
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bladder pains are by palpation and percussion. 
Tenderness on palpation is generally most pro- 
nounced beneath the costal margin at the level of 
the 9th or 10th costal cartilage. There is present 
here a point of exquisite tenderness and around 
this an area which is not quite so painful. In 
gall bladder disease, if pressure or percussion is 
applied over any portion of the abdomen the pain 
is felt in the gall bladder area. This is one 
method of differentiating from appendicitis. 

Murphy has elaborated a technique of differ- 
entiating gall bladder tenderness from that due 
to lesions of other organs. 

Having removed all clothing from the neigh- 
horhood, place the patient in a sitting posture, 
bent well forward with hands resting on knees. 
The examiner stands behind the patient, places 
hand with palm flat against abdomen, imme- 
diately below the rib on the right side. After 
each expiration the examiner’s hand follows the 
abdominal wall until it approaches closely to the 
affected organ when suddenly the respiration 
ceases with a gasp and patient complains of a 
severe pain. Robson’s point is on a line extend- 
ing from the tip of the 9th costal cartilage to the 
umbilicus, greatest tenderness one inch to the 
right of umbilicus. 

Radiation of pain may extend to right nipple; 
backward into shoulder blade and thence into 
lumbar region. Pressure over an inflamed gall 
bladder may produce pain in right shoulder; in 
epigastric region to the right of the medium line, 
and may help to differentiate from duodenum, 
stomach or kidney. To differentiate from cases 
of appendicitis it is extremely difficult, especially 
if appendix is attached high up. 

Schmidt’s point found in some gall bladders, 
liver abscess and phrenic inflammations is a sen- 
sative spot along the upper portion of the trap- 
ezius muscle three finger breadths from the 
cromion. The 4th to 12th thoracic vertebrae may 
be painful. 

IV. Gall Duct Pains. Gall duct colic is sudden 
in onset and located in epigastrium. It may be 
referred to the chest between the 4th and 6th 
left costal cartilage and resemble angina; though 
usually confined to the right of the middle line. 


If adhered to the stomach may be confined to the 
left. 


The colic may follow ingestion of food. It 
eeurs in paroxysms following each other at va- 


riable intervals, at first of great severity, then 
gradually diminishing. Between paroxysms there 
is a constant dull aching in the gall bladder 
region. The cessation of pain indicates passage 
of stone. An attack lasts 1 to 2 hours and ends 
with nausea or vomit. If the pain loses its spas- 
modic character and gradually spreads over upper 
abdomen with epigastric tenderness and abdom- 
inal distention we are dealing with an associated 
peritonitis. 

Pain as a factor in cancer of the biliary tract 
is not pronounced ; when present it is dull aching 
in character. 

V. Pancreas. Acute diseases of the pancreas 
are seldom diagnosed. 

Fits has formulated the rule, that when a pre- 
viously healthy person is suddenly seized with 
violent pains in the epigastrium followed by 
vomit and collapse, followed in 24 hours by cir- 
cumscribed swelling in epigastria, one should 
suspect acute pancreatitis. 

Sudden severe paroxysms of pain which begins 
and continues in the epigastrium with more or 
less tendency to be felt to the left of the median 
line and between shoulder blades, the prone posi- 
tion more painful, exquisite tenderness on deep 
pressure, consider pancreatitis. 

VI. Appendicitis. The symptoms of appendi- 
citis are now so well known by the laity that one 
can frequently make a diagnosis over the tele- 
phone. The sudden diffuse pain which is soon 
followed by nausea and vomiting, the early tend- 
ency to localize in the right iliac region, the 
localized point of tenderness and rigidity of the 
lower rectus, is the classical history. 

Appendiceal pain may be divided into, A, ob- 
structive, due to foreign body, kink, constrictions 
end adhesions. In this connection we may get 
colic; B, an inflammation which may extend to 
the ilium or cecum; in this type we may get that 
rare condition found in appendicitis, diarrhea. 
If the inflammation extends to the peritoneum 
the intensity of symptom is increased and we 
may get exquisite tenderness. 

C. Adhesions. Either to the abdominal viscera 
or peritoneum, we get discomfort rather than 
pain; symptoms are referrable to the digestive 
system. If the adhesions involved the parietal 
peritoneum we may get exquisite tenderness on 
pressure. 

The special points of tenderness: McBurney’s 
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point 11% inches from anterior superior spine on 
a line from that point to the umbilicus. In gen- 
eral its presence indicates appendiceal involve- 
ment. 

Morris’ Point, 144 inches from the umbilicus 
on the same line found frequently in chronic 
appendicitis. 

In retrocecal appendix the pain is in the loin; 
and if attached high up, its similarity to gall- 
bladder pain should not be overlooked, 

VII. It requires more than pain symptoms to 
make a diagnosis of a kidney. A severe abdomen 
pain of unknown etiology, especially when asso- 
ciated with drawing up of the limb, should direct 
attention to the kidney. 

Pain due to the kidney may be felt in the lower 
iliac region, suprapubic, outer, middle or inner 
thigh. Pain in the thigh produced by lesions of 
G. U. tract are above the bladder; while pain in 
penis, scrotum or perineum indicates involve- 
ment of ureter adjacent to bladder. 

When in ureteral calculus the pain is felt 
in this area it is an encouraging sign that the 
stone is almost in the bladder. 

The pain in some cases of perinephritis is re- 
ferred to the knee or may simulate a diseased 
hip, especially in abscess formation in region 
of the lower pole. When upper pole is involved, 
the intercostals may be vitiated and pain re- 
ferred over their distribution. 

The tenderness elicited by palpation and pre- 
cussion is most marked over the kidney triangle; 
this is bounded by the erectorspinal, the 12th 
rib and internal oblique. 

It has been concluded that the pain in calculus 
is not due to spasm of ureter but to tension of 
renalcapsule due to back pressure. 

Bevan reported a case in point; a patient had 
intense colic previous to nephrotomy but no pain 
efter operation though the stone in ureter was not 
removed and it passed without pain, and its 
progress watched with x-ray; that the distention 
of the ureter has some place in pain production 
is also evident because when the stone progresses 
the pain is felt lower down. 

At first there is a constant intermittent ache 
or dragging in the back, then suddenly some day 
an attack occurs—pain switches around the crest 
of ilium to the anterior abdominal wall, be- 
neath ribs or iliac region. The attack varies 
from a few minutes to many hours, usually until 
the pressure has been relieved, either by the 
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stone passing, or forced back into pelvis or ureter 
dilated sufficiently to allow the passage of urine. 
The advisability of x-raying both kidneys js 
manifest because of the pussioility ef the synp- 
tom being referred entirely to the sound side. 

VIII. The intestinal colic due to some definite 
error in diet, indigestible or bad food. Some 
susceptible individuals suffer after whisky, high! 
spiced food or very cold liquids. 

The hypothesis as to cause from Nothnagel: 
Colic is due to contraction of intestinal muscles 
producing anemia, 

Lennander—Pain is due to pressure of the in- 
testine against parietal peritoneum by tetanically 
contracted loop of small intestine; and in large 
bowel by the traction of the mesentery. 

Wilms believes it to be due to traction on 
mesentery. 

Behan thinks it is due to distention of intes- 
tinal wall; it is a special type of pain conveyed 
by the sympathetic system. 

Take your choice. 

Colic is sudden in onset, starts about the um- 
bilicus, radiates either above, in small intestine 
involvement or below umbilicus in large intes- 
tine. The advance of intestinal spasm is indi- 
cated by change in the location of pain. As 
spasm progresses toward rectum and anus pain 
reaches pubes and remains stationary until fecal 
mass is expelled. 

IX. Inflammations of the peritoneum cause 
pain only when acute. Should the onset be sud- 
den, from a ruptured viscus, the pain is paroxys- 
mal and most severe. 

When well established, pain is only produced 
on pressure, when taking a deep breath; upon 
pelvic examinations, and in some cases on flexion 
of the body. ; 

Chronic inflammations are less marked. 
comfort rather than pain, due to 

1. Traction and pull from adhesions. 

2. Distention of bowel from gass or fecal 
matter due to adhesive bands. 

3. Localized collection of fluid encysted by 
adhesions. 

In some cases of slow, insidious peritonitis of 
T. B. origin there may be no pain of any mo- 
ment, until adhesions form, when pressure causes 
tension pains, 

Remember that some of the most acute abdo- 
minal colics may be due to menstrual pains. 

My time is up, and I will conclude this inex- 
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haustible subject by stating that every belly pain 
is not an operative belly; that a thorough ex- 
haustive analysis by x-ray and laboratory should 
be a part of your examination. Remember tabes 
and pneumonia and even with the Lord’s help 
you may be wrong. 





NEPHROLYSIS AND URETEROLYSIS.* 
G. Kouiscuer, M. D. 


Attending Surgeon to the G. U. Departments, Michael Reese 
and Mt. Sinai Hospitals 


CHICAGO 


The term nephrolysis was introduced into 
the surgical terminology by Rosving in order to 
denominate an operation, whose aim it is to 
free the kidney from pathologic attachments. If 
an operation of similar character has to be per- 
formed on the ureter, we speak of ureterolysis. 
These pathologic conglutinations of the kidney 
are the result of perinephritis, the inflammation 
of the perirenal fatty and fibrous tissue. This 
inflammation may either be-due to an infection 
that originally intrarenal, permeated into the 
perinephrium, or it may be indigenous. We know 
that the vascular system of the perinephrium is 
independent from the renal one, and a hemato- 
genous perirenal infection may occur, though 
the kidney does not participate in it. If these 
perinephritis be of any considerable degree, then 
the inflammatory exudates will in due time be- 
come organized ; they are transformed into fibrous 
tissue, which eventually either in toto or partially 
undergoes cicatricial retraction. In this way 
the kidney either becomes surrounded by a rigid 
pathologie capsule or strands are formed that 
connect it with other intra abdominal organs, or 
by excessive contraction dislocate the kidney. It 
is easily understood how either form of cicatriza- 
tion will influence the kidney and is apt to pro- 
duce subjective and objective symptoms. The 
functional efficiency of the kidney is based on 
the velocity of the blood stream coursing through 
it, or in other words upon the amount of blood 
that is forced through it during a given unit of 
time. If for instance by a sudden increase of 
the fluid intake a precipitate demand is made 
upon its excretory functions one of two things 
may occur. Either the enveloping cicatri- 
cial capsule is still quite elastic, then the neces- 
sary increase of the renal blood stream will be 
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brought about by an excessive heart action, and 
cardiac symptoms may develop, or the cicatricial 
envelope does not yield, and then a case of 
hyposthenuria will ensue. 

This kidney has lost its elasticity of function, 
it is unable to adjust itself properly to a sud- 
denly increased demand. At the same time the 
disproportion between distensibility of the kid- 
ney and the increased blood pressure may pro- 
duce renal pain. In other instances cicatricial 
strands may interfere with the venous reflux, 
stagnation in the kidney may result, so that 
even red cells will appear in the urine and 
transitory renal edema may again cause painful 
sensations in the kidney. 

If cicatricial strands cross the junction of the 
renal pelvis to the ureter quite pronounced 
clinical symptoms may result. A compression of 
this junction may produce not only periodical or 
eventually permanent dilation of the renal pelvis, 
but also typical renal colics. An occasional dila- 
tation of the pelvis will manifest itself subjec- 
tively by an uncomfortable sensation in the kid- 
ney region, which clinically is recognized by the 
insertion of the renal catheter. As soon as its 
eye enters the pelvis, a considerable amount of 
urine will at once be drawn by the catheter. If 
this compression reaches a higher degree and the 
kidney for some reason increases suddenly its 
function then an acute dilatation of the pelvis 
may result. The attempts at emptying itself 
produce a regular delirium of contractions of 
the pelvis, that are perceived by the patient as 
renal colics, that do not subside until the pelvis 
gets rid of its contents or is quieted down by 
morphin. 

Distortions of the ureter due to perinephritis 
concern its upper end and present as a rule two 
tvpes. One is a tangential attachment of the 
ureter to the lower pole of the kidney and the 
other is a fishhook or loop deformation of its 
normal course due to attachment to the upper 
renal pole, to which the upper ureteral end is 
drawn up by adhesions. These distortions of 
the ureter not only interfere with its regular con- 
tractive wave, so important for the proper pro- 
pulsion of the urine, but may also lead to disten- 
sion of the renal pelvis and subsequent renal 
colics. The diagnosis of a ureteral deviation 
due to adhesions is easily made by the employ- 
ment of the shadowgraph catheter. On the 
icentgen plate its shadows demonstrate its close 
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proximity to the edge of the renal shadow and its 
ubnormal course. 

The diagnosis of perinephric 
changes is made by the direct interpretation of 
clinical symptoms and also by the process of 
elimination. A history of a previous focal in- 
fection as furunculosis or tonsillitis will point to 
the probability of a glomeruli nephritis, subse- 
quent to which a perinephritis may have devel- 
oped, indicated by the persistence of sensitiveness 
of the renal region after the urinary symptoms 
of, nephritis have subsided. The Roentgen plate 
will demonstrate a dislocation of the kidney, and 
the shadowgraph catheter will demonstrate on 
the plate distortions of the ureter. If though 
renal colics occur, the Roentgen plate fails to 
show any concretions, and if the urine is micro- 
scopically normal or if only occasional cylin- 
droids and reds are observed, or if only one kidney 
is found to be hyposthenuric, then the above 
mentioned clinical syndrome will indicate the 
diagnosis of a cicatricial perinephritis. 

The therapy is an operative one. The kidney 
is exposed, the pathologic fibrous capsule is 
stripped off, strands are severed, the pathologi- 
cally attached ureters are freed, and in order to 
prevent re-attachment, a fatty flap is interposed 
hetween the upper end of the ureter and the 
kidney. No nephrolysis is to be considered com- 
plete until the renal pelvis and its junction to 
the ureter are inspected and if necessary, freed 
from any pathologic encroachment. 


pronounced 


The nephrolysis furnishes particularly signal 
results in cases in which the nephritis outlasted 
the acute stage of the accompanying perinephri- 
tis. Then the nephrolysis will do away with 
the mechanical interference, while decapsulation 
performed at the same time will exert its 
therapeutic influence upon the nephritic condi- 
tion. 


The exposure of the kidney for the purpose of 
nephrolysis should be done by a gridiron incision, 
in order to reduce to the utmost the surgical 
damage, and not to cause a disproportion be- 
tween the surgical gain and the surgical risk. 


Nephrolysis and ureterolysis may safely be 
quoted as a distinct progress in G. U. surgery. 
Properly executed the operation is safe for life 
and furnishes invariably good results, giving to 
the patients relief, that could not be brought 
about in any other way. 
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THE “EVIL” OF ADENOIDS IN INFANTs* 
G. 8. Duntriey, M.D., F.A.C.S. 
BUSHNELL, ILL. 


The object of this paper is, first, to emphasize 
the fact that adenoids are more frequent in babies 
than is usually presumed, second, to advocate the 
removal of the adenoids as a routine measure, es- 
pecially in all those with even the slightest indi- 
cation of their presence. 

In a review of the literature for me by the 
American Institute of Medicine only four ar- 
ticles on similar subjects were found, so it shows 
it has had very little attention. 

My observation of several cases impressed me 
that it was a matter not much considered by the 
pediatrian, and as otolaryngologists we rarely 
see the patients until they are brought to us with 
some complication, or later in life with the well 
developed adenoid face which they carry through 
life, and with which the orthodontist is doing 
wonderful work. . 

The evils of adenoids in general are 1, obstruc- 
tion, partial or sometimes complete of the naso- 
pharynx ; 2, focal infection ; 3, a large area for the 
growth of infection to drop into the lower 
pharynx and be swallowed, causing an intes- 
tinal infection as well as repiratory infection. 
A fact being recognized by the internist’ more 
recently than formerly. 

Adenoids persist in the adult, in an unfavor- 
able environment, such as our soldiers were 
placed in the late war. Major Shambaugh, with 
whom I had the privilege of being associated, re- 
marked, “I never saw so many adenoids in adults 
as we are seeing in the returned overseas sol- 
diers.” 

I believe our children’s diseases would be far 
less severe with a clean pharynx, the area of in- 
fection would be less, and scarlet fever, measles, 
bronchitis, pertussis, etc., would have fewer ear 
complications. 

1 wish to report a few cases just to show tli 
splendid results from a simple adenoidectomy b) 
use of a small LaForce adenoidtome or similar 
instrument. 

1. E. H., female, aged 11 months, who had 
heen treated 3 weeks by a general practitioner 
for irido-cyclitis and otitis media acute suppur- 
tive, came to me with corneal ulcer of right eye. 


"Read before the Section on Eye, Ear, Nose and Throat, 
Illinois State Medical Society, Chicago, May 17, 1922 
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After 8 days’ active treatment and no results 
| removed the adenoids with immediate results 
and rapid recovery of both eye and ear, and also 
made a tired mother happy. 

2. D. P., female, aged 22 months, had a dou- 
ble otitis media acute suppurative and for four 
days had been having convulsions of about two 
minutes duration every four hours. I was called 
io a neighboring city in consultation by physician 
and general surgeon. Both ears were draining 
freely—no definite mastoid reaction. I advised 
the adenoids removed to facilitate drainage of 
cars and sinuses, The consultants didn’t approve. 
| had to wait two hours fora train. In the mean- 
time the baby had another convulsion; the doc- 
tors then asked me to operate, which I did; the 
babe had but one convulsion after operation, and 
made a rapid recovery. 

3. A. H., male, aged 20 months, about 11 
months before had scarlet fever, running left ear 
ever since, then became deaf in the other ear. 
The mother, in wiping out the left ear, found 
two ear bones in the pus; naso-pharynx was ob- 
structed. I operated, doing an adenoidectomy, 
ind the other ear became normal—hearing good. 

!. S. P., male, aged 11 months, recurring 
otitis media acute suppurative. I did an ade- 
noidectomy with complete recovery and no recur- 
rence In one and one-half years. 
5. The late Dr. Fletcher told me of a case of 

habe 3 weeks old that could not nurse, due to 
complete pharyngeal obstruction, and couldn’t 
\reathe normally. Following an adenoidectomy, 
it took a large feeding. : 

I could give several other cases, if time 
permitted, but I do not feel it is necessary in 
order to emphasize the “evil” of adenoids in 
babies, and the benefit of an adenoidectomy be- 
fore serious complications arise, or better still. 
routinely at an early age. 

DISCUSSION 

DR. OLIVER TYDINGS, Chicago: I want to re- 
port a case three weeks old, operated on for com- 
plete occlusion. Immediately after the operation the 
baby nursed and continued to improve. I operated on 
another patient about six to eight weeks old, and 
these are the two youngest patients I have ever had. 


In the one case there was complete obstruction at 
three weeks, 

DR. A. L. ADAMS, Jacksonville: I think this sub- 
ject gets insufficient attention, perhaps not by the nose 
and throat men but by the general practitioners. 
They see these babies and I do not believe they 
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realize that they can be benefited by special care. 
Dr. J. Lovett Morse, of Boston, presented a paper on 
this subject two or three years ago and it is well 
worth reading. One of the points he made was in 
regard to diseases of the upper respiratory tract, espe- 
cially bronchitis, in infants which could be relieved 
by removal of adenoids. It is altogether likely that the 
infection lies in these infants, the same as in older 
patients, in the naso-pharyngeal tissue. 

I have two cases to report, one an eight months 
old baby with a discharging ear which refused to re- 
spond to the ordinary methods of treatment but which 
promptly healed after operation, without any difficulty 
whatever, although it had been looked after for weeks 
without satisfactory results. The second case was a 
twelve months old child with recurring colds. In this 
case there was also prompt recovery after operation. 
I had considerable difficulty in removing the adenoids, 
having no instrument small enough, and I found my 
finger would not reach the naso-pharynx. I used 
later a Vogel curet, which is designed for operating 
on infants. 

DR. GEORGE W. BOOT, Chicago: Just a word 
of warning. If the ordinary curet is used it is pos- 
sible to scrape down to the cartilage, and cause a lot 
of trouble and deformity. It is quite possible to take 
off the end of the Eustachian tube by the ordinary 
curet. 

DR. GEORGE S. DUNTLEY, Bushnell (closing) : 
I emphasized the fact that I use the LaForce adeno- 
tome, which protects. It perhaps does not get all of 
the adenoid, but it gets enough to establish good 
drainage and ventilation. I would be afraid to use 
the ordinary cutting or biting curettes in an infant's 
naso-pharynx. 
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BILATERAL BLOOD STAINING OF THE 
CORNEA * 
Harry S. Grapie, M.D. 
CHICAGO 


Blood staining of the cornea has been recog- 
nized as a clinical entity for many a year, al- 
though it has been only within the last decade 
that the nature of the staining element has been 
identified. A fair share of the cases of this dis- 
ease eventually clear, thus obviating the possibil- 
itv of staining experiments, and as it is impos- 
sible to determine a priori which cases will clear, 
comparatively few are available for chemical 
analysis of the staining elements during the 
early stages. The case here reported is of in- 
terest from another standpoint, and as far as a 
search of the literature reveals, it is a unicum. 
The findings will be described in somewhat more 


*Read before the Eye and Ear Section of the Illinois State 
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detail than a mere case report would warrant be- 


cause of the unusual condition. 

August 20, 1919, M. G., female, aged 35. About 6 
months ago, inflammation of the right eye followed 
shortly by similar inflammation of the left. No treat- 
ment. Condition gradually subsided and recurred fre- 
quently. No etiological factor known of. Gradual de- 
crease in vision. 

Status praesens: R. Faint ciliary injection. Mul- 
tiple posterior precipitates on the cornea. Anterior 
chamber shallow. Iris somewhat atrophic and pupil- 
lary edge very serrated by multiple dense posterior 
adhesions which, almost entirely, prevent dilatation of 
the pupil. Some exudate on and opacity of anterior 
lens capsule. Vitreous hazy but no formed floaters. 
Fundus is seen hazily, but seems normal. Vision, 0.1. 
Tension normal. 

L. Eye pale. No posterior precipitates. Iris 
atrophic, but not as markedly so as right. Pupil- 
lary edge is free only in upper quadrant and bound 
down elsewhere by multiple posterior adhesion. An- 
terior capsule clearer than right. Vitreous hazy. Fun- 
dus is hazy, but seems normal. Vision, 0.6. Tension 
normal. 

A search for etiological factors of the old iritis re- 
vealed no general pathology beyond a chronic con- 
stipation. The usual local treatment of atropine, dio- 
nin, and heat was ordered and K I was given inter- 
nally. 

The condition of both eyes continued for about a 
year with alternate subacute exacerbations of the 
iritis and remissions, complicated by intermittent in- 
crease in the intra-ocular tension. The vision con- 
tinued to decrease slowly. 

July 8, 1920. Bilateral Keratome Iridectomy.’ The 
pupillary edge of the right iris could not be freed and 
consequently the sphincter was left intact. Both an- 
terior chambers filled with blood which was imme- 
diately renewed upon removal. 

July 11, 1920. R. Moderately injected. Wound 
well closed. Anterior chamber full of blood. L. 
Some edema of lid. One corner of wound blocked 
with a tag of iris tissue. Tension increased. 

July 14, 1920. Both eyes becoming paler. Both 
corneae show a good window reflex, but are dull red- 
dish brown in color and are completely opaque. Or- 
dered dionin, heat, K I internally, and sweats. 

July 19, 1920. No change in condition. Started 
subcutaneous injection of 8 mg. of Fibrolysin every 
other day. 

July 27, 1920. Color of right cornea has changed 
from a deep red brown to a green brown. 

July 30, 1920. Color of left cornea now changed 
to green brown. 

August 6, 1920. Beginning clearing or right cornea 
in extreme periphery. 

Sept. 3, 1920. Clearing of right cornea advancing 
rapidly. Tension normal. Left eye pale, but flushes 
easily. Beginning of clearing of cornea in extreme 
periphery. Tension minus. 
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Sept. 25, 1920. Nasal half of right cornea has 
cleared sufficiently so that iris is barely visible. Tem- 
poral half still greenish and opaque. Anterior cham- 
ber normal. Iris details not clearly visible. Pupil is 
filled with a schwarte and it drawn upward. Com- 
plete opacity of lens. The left cornea is somewhat 
flattened. The absorption of the greenish opacity is 
very slow and the cornea is becoming vascularized. 
A minute tag of iris is still incarcerated in the angle 
of the wound. The iris details are not visible. There 
seems to be a complete opacity of the lens. Tension 
minus. 

Jan. 27, 1921. The right cornea is normal except 
for a slight area of opacity in the inferior temporal 
quadrant. Discisson of the right lens very cautiously 
for fear of further hemorrhage. 

The left eye is unchanged from the last record. 

Feb. 25, 1921. Extensive needling of the right lens. 

There was not a great deal of reaction to this opera- 
tion and although there was a slight hemorrhage into 
the anterior chamber, the blood was promptly ab- 
sorbed. 

June 21, 1921. No change in the condition of the 
right or left eye. An unsuccessful endeavor was 
made to perform a Central Iridotomy with a Ziegler 
knife. 

July 7, 1921. A broad keratome incision was made 
in the right cornea and an IJrito-Ektomie of the 
Elschnig type was attempted. Although no iris tissue 
was removed, the pupillary edge of the coloboma was 
freed and a large opening made through the schwarte 
that filled the coloboma. Behind this was an irregular 
mass of lens cortex and capsule. 

August 3, 1921. The schwarte reformed, contract- 
ing the iris down and completely closing the coloboma 
so that the lens is not visible. The clearing of the 
left cornea has ceased despite all forms of local treat- 
ment. 

With a Graefe knife, a 1/3 incision was made 
through the right cornea and with the tip of the knife 
and puncture and counterpuncture through the iris 
was made. On finishing the cut, a fair sized coloboma 
was produced. Through this considerable lens cortex 
was removed with a Jaeger spoon. About three beads 
of vitreous escaped. 

The eye recovered from this extensive operation 
rapidly and with but little irritation so that on 

Dec. 7, 1921. The right eye was pale. The cornea 
showed several peripheric areas of scar corresponding 
to the extensive operative wounds. In the coloboma 
were some capsular remains that covered the optical 
axis. These were severed by a simple needling. 

April 1, 1922. Right eye pale. The cornea is 
slightly flattened and shrunken and shows numerous 
peripheric scars that are the result of the various oper- 
ative procedures, but there is no opacity due to the 
blood staining in evidence, nor can any be discovered 
with the slit lamp. However, the lymph system (Sait- 
Lucken-System) of the cornea is very irregular with 
marked enlargement of the lymph channels. The an- 
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terior chamber is moderately deep in the center but is 
shallow in the upper and outer periphery where the 
iris lies near to the posterior surface of the cornea. 
The iris is irregularly atrophic and shows much scar 
tissue on its surface. There is a coloboma upward that 
is closed with a schwarte. In the center, correspond- 
ing to the pupillary area is a coloboma of irregular 
outline which lies below the former margin of the 
pupil, the latter having been displaced upward. 
Through this coloboma, a clear view of the fundus can 
be obtained. The vitreous is slightly hazy but the 
retina and nerve head present no pathology. The 
tension of the eye is normal. + 11.00s = + 3.00 cyl 
ax 40 = Vision of 0.6 and with reading correction 
added—Jaeger 2. 

The left eye is pale. The cornea is flattened and at 
the upper inner edge of the former iridectomy wound 
is a small black subconjunctival area of former iris 
prolapse. The cornea-is diffusely opaque and with 
the slit lamp the opacity is seen to be within the cor- 
neal stroma, but evidently not involving the anterior 
or posterior membranes. The individual areas of opa- 
city are not sharply outlined, but merge into one an- 
other with partially clear areas of corneal tissue be- 
tween. There is a considerable vascularization by deep 
scleral vessels, four main trunks entering the cornea. 
There is not much ramification of the vessels. Cor- 
neal nerves can be seen at times and these appear to 
be thickened. The anterior chamber is shallow. Iris 
details cannot be seen, but the pupil appears to be di- 
lated with a regular coloboma upward. The lens is 
entirely opaque. The tension is normal and the vision 
is light perception with good projection. 

According to Magby,® hlood staining of the 
first by Baumgarten! in 
1883, whereas in reality the first description of 
the condition emanated from Schmidt-Rimpler' 
in 1875, and was called by him “Apoplexy of 
the Cornea.” 


cornea was described 


The present name was given the 
condition by Hirsehberg* in 1896. In all, some 
3 cases have been described by the various au- 
thors, about half of them accompanied by an 
anatomical study of the cornea. Undoubtedly 
many more cases have been observed, but have not 
made their appearance in the literature. Up to 
1913, Kusama™ was able to collect the reports 
of 21 cases to which have been added since cases 
v the following authors: Wells,’* Buchanon,* 
5+ cases; Fisher,® Begle,? 4 cases; Maghy,® 3 
cases; Wernicke,’* Matsuoka,’® 
rello,** 3 cases; Elschnig.® 


Passa- 
_ In practically all of 
the cases studied anatomically, there was unani- 
mity regarding the presence within the cornea 
of the highly refractile oval bodies so character- 
istic of the condition, and which were first de- 
«tibed by Treacher Collins* and shortly after 
by Vossius'® and somewhat later by Roemer." 


2 cases: 
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These authors all agreed that the bodies were 
probably derived from the blood elements that 
found their way into the cornea, but careful in- 
quiry into the chemical nature of the bodies was 
not possible. In 1914, Begle* made a spectro- 
scopic analysis of a blood-stained cornea and es- 
tablished the fact that “In this condition, a solu- 
tion of hemoglobin is imbibed by the cornea. To 
the presence of this hemoglobin solution the 
greenish or brownish discoloration of the cornea 
must be ascribed.” But his method of analysis 
failed to reveal the chemical nature of the intra- 
corneal refractile bodies and led him merely to 
the suggestion that “they are some elementary 
non iron-containing split product of hemoglobin, 
despite the fact that positive reactions for a num- 
ber of the end products of proteid disintegra- 
tion were not obtained.” Simultaneously there 
appeared an article from the Tokio Clinic by the 
Japanese regimental surgeon Kusama," whose 
investigations led him to the following conclu- 
sions: “It is very probable that the blood in the 
anterior chamber loses its normal characteristics 
(this is the theory advanced by Gutmann’) and 
that the hemoglobin which has diffused out of 


the red blood cells, forces its way into the paren- 


the 
thus carried into the cornea and 
which eventually loses its iron, the peculiar re- 


chyma of the cornea by diffusion. From 


hemosiderin 
fractile bodies arise. From their characteristics, 
these belong to the group called by Unna,’* “Me- 
lanosiderin.” Maghy® this 
in the main. 

In many of the cases described clinically, the 
entire cornea was not 


agrees with view 


involved in the staining 
process, while in those.in which the entire cornea 
became opaque it was very noticeable that there 
was a fairly clear band of normal corneal tissue 
at the limbus. This is ascribed by Maghy® to 
the better lymph circulation of the cornea in this 
area. The staining usually followed perforating 
or blunt injury of the eyeball, but in some cases 
was subsequent to an irido-cyclitis, particularly 
of a persistent and chronic type. The condition 
appeared in from three days to three months 
after the exciting factor set in and was always 
dependent upon the presence of more or less blood 
in the anterior chamber. In the 
chamber was full of blood, whereas in others, 
there was but a two or three millimeter hyphaema. 
A few cases of entire clearing of the stained cor- 
nea have been reported, but in the majority the 


some 


cases, 
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condition persisted or complications arose that 
necessitated removal of the eyeball. The lens 
became cataractous in some of the cases, while in 
others, the nutrition of the lens did not appear 
to be disturbed. 

The case here reported presents the following 
unusuel features: (1) Both corneae became 
stained with blood at the same time, subsequent 
to bilateral iridectomy. This procedure admits 
of discussion. Many prominent ophthalmologists 
believe in and practice operation upon both eyes 
at the same time, while others condemn such 
practice. 
is not pertinent here, must needs be taken into 
consideration, not the least among which is the 


Many factors, the discussion of which 


economic situation of the patient. As far as a 
search of the literature shows, this is the only 
bilateral case on record. 

2. The blood staining appeared on the sixth 
day after the iridectomy during which time the 
chambers were full of blood. The diagnosis was 
made tentatively on the fifth day, but was not 
definite until the sixth. This time element coin- 
cides with that found in the majority of the case 
reports. 

3. The intra-ocular tension, subsequent to 
operation, was at no time increased in the right 
eye and eventually this cornea became perfectly 
clear. 

4. The intra-ocular tension in the left eye 

became increased immediately subsequent to the 
operation and in this eye the cornea did not clear. 
In this eye there was a small iris prolapse in 
one corner of the wound and whether this was in- 
cidental to or causative of the increased tension 
and subsequent persistent opacity (due to organ- 
ization of new corneal tissue) or whether there 
was some underlying predisposition of that eye 
toward the unfortunate outcome cannot be told. 
What is the relation between intra-ocular ten- 
sion increased subsequent to the hemorrhage and 
failure of the cornea to clear? 
5. In both eyes, the opacity of the cornea 
extended completely to the limbus and involved 
every particle of transparent cornea. In that, 
this case varies from all heretofore reported. 


6. The right cornea cleared completely, while 
the left remained slightly more than translucent. 
Both eyes appeared the same in the beginning, 
with the single exception of the small iris pro- 
lapse in the left, and both were subjected to the 
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same treatment. Incidently, it is very question- 
able whether treatment had any influence upon 
the clearing process at all. That difference in 
regeneration is beyond the possibility of explana- 
tion. 

7. The right eye was subjected to six more or 
less violent operative procedures, involving at 
different times considerable hemorrhage into thi 
anterior chamber without any further staining 
Did a localized immunity to the 


products of hemoglobin, either with o; 


of the cornea. 
split 
without iron, come into being, or did Decemet’s 
membrane develop a closer mesh that prevented 
the diffusion of hemoglobin into the cornea o: 
did the blood that appeared during the late: 
operations in the anterior chamber retain tl» 
hemoglobin within the red blood cells or did th: 
blood in the anterior chamber absorb so rapidl) 
that there was not sufficient time for the diffu- 
sion of the hemoglobin into the aqueous an: 
subsequent diffusion into the cornea? Quien 
sabe § 

8. The lenses in both eyes became completel: 
opaque. This was probably due to the nutritiv: 
disturbance induced by the inflammatory reac- 
tion of the anterior uvea and the consequent ex 
udate. 

9. The remarkable connective tissue forming: 
capabilities of the right iris were evidently a 
manifestation of the toxic irritability of the 
tissue. 

10. The ultimate corrected vision of the right 
eve is better than the vision of that eye was |v- 
fore the hemorrhage and blood staining occurred. 
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DISCUSSION 


Dr. E. V. L. Brown, Chicago: Dr. Gradle is to 
be sincerely congratulated and commended on the fa- 
vorable outcome of so desperdte a case. His handling 
of it drives home an important lesson; namely, that we 
must not flinch in the face of difficult, hard cases, but 
“carry on.” Here was a woman of thirty-three, 
blinded for three years from opacities in the cornea 
and lenses after recurring iritis of unknown etiology 
and bilateral hemorrhage into the anterior chambers. 
One unsuccessful operation followed another until six 
major procedures had been carried out, the lens re- 
moved and finally useful vision was restored, (6/10). 

Dr. Gradle raises the interesting question as to why 
the staining of one eye persisted for a long time and 
the other cleared. I would attribute it to the increased 
tension noted in the eye which did not clear, both be- 
fore the first operation and at repeated intervals after 
the operation, with normal tension throughout in the 
eye which did clear. I do not know how many of the 
reported cases have had increased tension, but I am 
now sectioning an eye which was struck by a base ball 
without gross changes in the outer tunics. The day 
after the accident the anterior chamber was 
filled with blood and the tension very high. Eserin 
reduced the tension, but blood staining of the cornea 
followed, the eye shrunk and had to be removed some 
weeks later. 


found 


As to the advisability of operating upon both eyes 
of a patient the same day, I think there can bé only 
one opinion in the average case, and that is that it is 
best not to do so. 


Dr. William G. Reeder, Chicago: This case is of 
vital interest to me as I have a case of blood staining 
of the cornea under observation at present. The pa- 
tient is a woman about fifty years of age on whom I 
performed: a preliminary iridectomy. There was 
slight hemorrhage at the time of the operation ob- 
scuring the field of operation somewhat. Twenty-four 
hours later part of the blood had absorbed. In thirty- 
six hours the patient began to complain of pain and on 
removing the bandage I found fresh blood in the an- 
terior chamber. Attacks of pain and increased ten- 
sion persisted for several days with recurring hemor- 
thages into the anterior chamber. After eight days 
either spontaneously or because of injections of pit- 
uitrin the hemorrhage ceased. The eye then went on 
to recovery, the contents of the anterior chamber ab- 
sorbed and about three weeks later I found a blood 
stain of the cornea. 

From my observation in this and several other 
cases I am convinced that blood staining of the cornea 
following trauma or some surgical procedure occurs 
in cases of persistent hemorrhage into the anterior 
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chamber in presence of delayed healing of the cornea! 
wound involving the inner layers of the cornea. 


The interesting feature of Dr. Gradle’s case is the 
persistent opacity of the cornea which accompanies the 
blood stain. What is the cause of this condition? 
That is a difficult question to answer. It may be sec- 
ondary to the blood stain. It may be due to a degen- 
erative process of the cornea following the cyclitis. 
The original uveitis may have been a tubercular uve'- 
tis, and because of trauma to the cornea a sclerosing 
keratitis may have been set up. 


Dr. A. L. Adams, Jacksonville: I wish to 
gratulate Dr. Gradle on his interesting presentation. I 
think this subject is not presented very frequently. 
There is very little in the literature concerning it. My 
attention was first called to this condition about ten 
years ago, when I saw a patient, a girl of about twelve 
years, who had been struck in the eye with a snowba'l 
the day before. When I saw her the anterior chamber 
was filled with blood and, of course, there was no 
vision. There was light perception in all parts of the 
field and she, as I remember, was suffering some pzn. 
There was some slight increase in tension and Dr. 
Brown made the statement that he thought it was be- 
cause of the tension in the eye in this case that the 
straining occurred. In my case there was increased 
tension, pain and loss of vision. The eye was treated 
with dionin, hot applications and sweats. She was 
made more comfortable in that way but there was a 
glazed appearance of the cornea and I was unable to 
make out any part of the iris at that time. She was 
seen by Dr. Wilder within a month and the interest- 
ing feature of the case was that the cornea was com- 
pletely stained. No particle of the iris could be seen 
at first but this absorbed from day to day, from the 
periphery, and we found there was an inversion of 
the upper part, so the eye looked as though an iri- 
dectomy had been performed. The discoloration dis- 
appeared entirely and the vision, which I cannot re- 
member exactly, was about 3/4 or 4/5. 


Dr. Harry S. Gradle, Chicago (closing): This 
question arouses certain very interesting speculative 
ideas. First, as to the why and wherefore of the 
blood stains. We have a hyphemia so often that it is 
strange we do not have more blood staining. The 
coagulation time was taken in this case and found to 
be perfectly normal. The diffusion of hemoglobin into 
the cornea may be a property of the hemoglobin or it 
may be that the mesh work of Descemet’s membrane 
is not close; but in many cases there is a rupture of 
Descemet’s membrane, probably by contra coup with- 
out any direct trauma to the cornea itself. In the 
cases where Descemet’s membrane is loosencd from 
the cornea it seems that there is a passage of the 
hemoglobin underneath Descemet’s membrane into the 
cornea proper. 


I am very sorry I cannot agree with Dr. Reeder that 
delayed healing is a cause of staining. This has heen 
taken up in the literature and it bas been shown that 
the delayed healing has not been a factor. 


con- 
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RECTAL FISTULA INVOLVING THE 
TERNAL SPHINCTER MUSCLES 


Cuartes J. Drurck, M.D., 


IN- 


CHICAGO 


It is fortunate that the internal opening of 


rectal fistulas is usually situated in the free space 


between the external and internal sphincters, and 
the result which follows most methods of oper- 
ation depends upon this fact, necessitating, as it 
does, damage only to the external sphincter. A 
considerable number of fistulae, however, have 
their internal opening above the internal sphinc- 
ter, and it is this variety which the surgeon finds 
most difficult to cure without more or less serious 
impairment of the rectal function. Many fis- 
tulae have a decided tendency to ramify in the 
loose fat and tissues about the rectum and but- 
tock and thus contribute much to the difficulty 
of a satisfactory surgical treatment. 

Finding the internal opening of the fistula is 
one of the most important steps in the treatment. 
It is this opening which constantly reinfects the 
sinus and unless it is eradicated our cure cannot 
be permanent. The internal opening is fre- 
quently found in the posterior commissure, al- 
though it may be in the anterior. Generally it 
is above the external sphincter and below the in- 
ternal sphincter. The opening may be in an 
indurated spot perhaps somewhat raised, or in an 
ulcer with wide and gaping rough edges, or it 
maybe in the base of a crypt. All ulcerated and 
even congested spots must be carefully examined 
for possible internal opening of a complete fis- 
tula or the opening of an internal incomplete 
fistula. 

Having found one internal opening a careful 
for others perhaps 
higher up. A second opening may be found even 
above the internal sphincter. To carry the in- 
cision up to this second opening is a serious mat- 
ter, as it necessarily divides both sphincters and 
a part of the levator and muscle. Thus causing 
which may be permanent. So 
lengthy an incision is difficult to heal and re- 
sults in constriction of the bowel at this level, 
thus further contributing to fecal incontinence. 

Two cardinal principles underlie the treatment 
of fistula in ano. First, the separation of the 
fistulous tract or tracts from the communication 
of the bowel and secondly the adequate closure of 


search must be continued 


incontinence 
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that communication together with the removal of 
These 


measures having been employed, there is no occa- 


all the diseased tissues in the rectum. 


sion for an extended and complicated dissect.) 
or removal of all ramifications of the fistula |e- 
cause with adequate drainage externally upon thie 
skin these sinuses tend to heal. 

Technic of Operation: The preliminary prep- 
aration of the patient is routine as far as inci- 
sion of the fistula, always observing the strictest 
antisepsis at every step. 

The patient having been anesthetized is placed 
in the exaggerated lithotomy position. After the 
sphincters have been thoroughly dilated the gen- 
eral course of the sinuses is located with a probe 
and the communication with the bowel deter- 
mined. An incision is now made encircling the 
anal opening at the muco-cutaneous junction. A 
pair of blunt pointed dissecting scissors curved 
on the flat is now passed into the incision and 
by blunt dissection the mucous membrane is 
divided at its junction with the skin around the 
entire circumference of the bowel, every irregu- 
larity of the skin being carefully followed. Thx 
mucous membrane thus separated from the skin 
is held by means of four forceps. 

The external sphincter and the lower edge \ 
the internal sphincter are now exposed and care- 
fully pushed upward and away from all possibility 
of injury. The dissection of the mucous membrane 
is continued upward until well above the level 
of the internal opening and the diseased mucosa, 
or to the attachment of the levator ani muscle if 
no internal opening can be demonstrated, care 
being taken to keep as near the mucosa as pos- 
sible. In this way complete separation of the 
fistulous tracts from all communication with the 
bowel is effected, the dissection must be carried 
sufficiently high to mobilize enough healthy tis- 
sue about the diseased area that all the affected 
tissues about the internal opening may be 
brought outside the anus and removed by ampu- 
tation, thus leaving a normal rectal stump which 
may be sutured flush with the skin edge with- 
out tension. 

The mucosa above the diseased level is now 
divided transversely in successive stages and the 
free margin of the severed mucous membrane 
above is attached as soon as divided to the free 
margin of the skin below by a suitable number 


of mattress silk sutures. These sutures are 
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placed in such a manner as to obliterate all dead 


space. 

The sinuses are now excised up to their en- 
trance to the sphincter muscle and the cavity 
carefully packed with gauze for three or four 
days. 

By this technic the internal opening is oblit- 
erated and any other associated diseased condi- 
tions are removed. 
intact. 
been previously divided scar tissue may cause 
difficulty in the isolation and repair of this 
In such instances the divided ends of the 


The sphincters are preserved 
In those cases where the sphincters have 


muscle. 
sphincter should be well exposed and turned back 
free from the mucosa. Then after the fistula 
bearing cuff has been drawn down the cut edges 
of the sphincter ani are united. 

This procedure eliminates the necessity of cut- 
ting through the perineum down to the fistula 
und thus conserves a large amount of important 
tissue while also lessening the postoperative dis- 
turbances of the patient. 





THE PROGNOSIS IN THE RADICAL CURE 
OF HERNIA * 
W. F. Grinsteap, M.D. 
CAIRO, ILL. 

One cannot think of the radical cure of hernia 
without first thinking of the anatomy of hernia; 
therefore one cannot write or speak of the sub- 
ject without reference to this fundamental ele- 
ment. 

Forty years ago when some of the members of 
this society began to practice the science and art 
of healing infirmities and prolonging human life, 
little was said about the radical cure of hernia 
but much was said about the control of hernia by 
various forms of truss; the reduction of incarcer- 
ated hernia by taxis and the operative treatment 
of irreducible and strangulated hernia. The lat- 
ter condition struck terror to the village doctor 
who had no hospital facilities, no trained nurses, 
scant surgical armamentarium and uncertain 
knowledge of the etiology of infection, peritonitis 
and septicemia. It will be remembered that 
Joseph Lister had not driven home his doctrine 
of microbic wound infection and its prevention 
which nobody questions now. Medical men were 
debating pro and con and sometimes quarreling 


*Read before the 47th annual meeting of the Southern IIli- 
—_ District Medical Society at Belleville, Ill., November 5, 
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over it. With a wink of contempt for Lister’s 
theory, as late as the nineties, I saw a celebrated 
surgeon pick from the floor of the operating the- 
atre a bit of silver wire which he dropped in doing 
the Macewen operation of infolding the hernial 
sac, wipe it off with gauze and use it. In 1882 
our American master and idol in surgery, Samuel 
D. Gross, published the 6th edition of his monu- 
mental work, in two volumes, on surgery. 

To show the status of Listerism at that time, 
it may be interesting to quote a paragraph from 
Gross : 

“Whether carbolic acid, apart from other means, 
recommended by Mr. Lister, is really of any bene- 
fit in the treatment of these still a 
mooted question. 

“During the past seventeen years, mainly through 
the exertions of Mr. Lister, the attention of 
geons has been directed to the prevention of the 
entrance of these schizomycetes into wounds from 
the surrounding atmosphere, with a view of avoid- 
ing decomposition of the discharges, and thereby 
averting local and general inflammatory processes 
That the introduction of these low organisms into 
the system from putrefying surfaces occasions the 


injuries is 


sur- 


septic fevers is strenuosly asserted by Pasteur, 
Lister, Sanderson, Birch-Hirschfeld, Hueter, Koch, 
and other distinguished observers; but that they are 
essential to their development is by no 


proved. * * * 


means 
To sum up my own views of 
the nature of the septic poison, I may state that | 
believe that the infective material is sepsin, or the 
chemical product of the decomposition of the tis- 
sues, and that the schizomycetes, which have been 
shown to be present in the blood and organs of 
septicemic and pyemic animals and men, as well 
as the corpuscles of putrefying blood and pus, act 
merely as carriers and disseminators of the poi- 
son.” 

Truth to tell, the danger of infection and 
peritonitis were so great that the crude methods 
of operation for radical cure for hernia were sel- 
The mortality was too high and 
percentage of relapse was too great. 
operated when they were compelled to do so by 
strangulation, which was certain death without 
surgical interference. Indeed, a fatal issue with 
surgical interference was so common that a diag- 
Pa- 
tients would not accept operative treatment when 
strangulated till they reached a stage when the 
mortality was 50 per cent. 

In these dernier resort cases, the doctor, with 
no special training in surgery, was in almost as 
much distress as the patient. With his all too 
short courses of lectures and still shorter courses 


dom employed. 


Surgeons 


nosis of strangulated hernia was appalling. 
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in clinical demonstrations, he had been deeply 
impressed with the indispensable necessity of 
knowing the details of the anatomy of hernia al- 
most like he knew his alphabet. Otherwise he 
feared he would cut something that would kill or 
ruin his patient. He must know what the in- 
guinal canal was, where to locate the internal 
right, and define it. Where to locate the external 
ring and define it. He must know that the canal 
was covered by integument, superficial fascia, 
aponeurosis of external oblique, inter-columnar 
fascia, cremasteric fascia and infundibuliform 
fascia. He must know what was behind the canal 
and formed its posterior wall if he made any at- 
tempt at radical cure. 

He must be able to define the crural canal and 
know that it was not a canal at all till the femoral 
sheath was dissected away and the crural fascia 
(septum crurale) dissected from the inner end 
and the cribiform fascia was dissected from the 
outer end. He must know that the crural canal 
was only about half-inch long, but through it 
passed that dangerous form of hernia called 
femoral hernia. He must know the coverings 
of femoral hernia, on which side the femoral ves- 
sels were located and how to incise Gimbernat’s 
ligament with a probe pointed bistouri without 
seeing it. 

I am unable to express to you the relief I felt 
when I read the following paragraph in my new 
edition in Gross’ surgery above referred to: 
“The anatomy of rupture is generally a bug-bear 
with the young surgeon, and it were, perhaps, 
well if, after dividing the common integument, 
he forget it altogether, since, if he attempt to 
remember the different structures described in 
the books, he cannot fail to be greatly embar- 
rassed.” 

Notwithstanding this truism and the great re- 
lief it gave me in those days of pre-antiseptic 
surgery when the tyro in surgery needed so much 
more protection against his own ignorance than 
he does now; there are some fundamentals in 
anatomy which the operating surgeon cannot shut 
his eyes to if he gives his patient everything he 
is entitled to under modern methods. I have in 
mind the structures, the faulty development of 
which or co-aptation of which make hernia pos- 
sible ; and the re-arranging of which we must rely 
upon to effect a cure. People are demanding 
more and more that they be relieved of this in- 
firmity and protected against its dangers. They 
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have learned of the high per cent. of cures by 
turgical treatment and the negligible risk in com- 
petent hands. They have also learned that a truss 
is a dirty nuisance and unreliable in efficiency ani 
service. The limits of a paper for av occasion 
like this, as set forth in our by-laws, will not 
permit a wide range of discussion; therefore, j 
shall attempt to consider only those three common 
forms of hernia which are of paramount impor- 
tance, namely: Inguinal, Feroral and Umbiuca! 
I have named them in the order of their fre- 
quency. Lately, many authors have written ani 
I have heard many honest and competent 
surgeons say that inguinal hernia is practically 
always the result of a pre-formed sac. I beliey: 
they are right. The evidence they offer, which | 
have not time nor space to discuss, is convincing. 
Ambulance chasing lawyers will tell you they ar 
wrong. They can not get their graft by othe: 
pleadings. To effect radical cure the sac must be 
obliterated. Moreover, the structures through 
which it passed must be strengthened to meet and 
resist the pressure from within. These are thie 
two fundamentals in bringing up the abnormal! 
canal to the normal standard. What are these 
structures and how can we strengthen them? 
In a nutshell, they are the conjoined tendon of 
the internal oblique and transversalis muscles. 
They have plenty of strength and substance, in 
nearly all cases of inguinal hernia, to retain the 
viscera if properly distributed. All the other 
structures are practically negligible. Some 
surgeons have a lot to say about their particular 
methods of imbricating and suturing the apon- 
eurosis of the external oblique muscles in build- 
ing a wall of resistance. They appear to forget 
that the viscera must escape through the internal 
ring into the inguinal canal before it comes in 
contact with this aponeurosis. A bubonocele doe- 
not pass the external abdominal ring. Recent!) 
I did a double bubonocele at one sitting and bot! 
external rings were free from involvement. ‘To 
succeed in radical cure we must prevent escape 
of the viscera through the internal ring. Stripped 
of all verbiage, this ring is simply a hole in the 
transversalis fascia. Please remember, 1 am 
not now discussing direct inguinal nor ventral 
hernia. The posterior wall of the inguinal canal 
is the barrier with which we must reconstruct 
after we have obliterated the sac. What tissues 
form this wall? They are the triangular fascia 
formed by fibres from the aponeurosis of the ex- 
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ternal oblique of the opposite side that pass across 
the linea alba to be inserted into the crest and 
ilio-pectineal line of pubis; the conjoined tendon 
of internal oblique and transversalis muscles; the 
transversalis fascia; the properitoneal fat and 
peritoneum. For practical purposes we may as 
well forget all these except the conjoined tendon 
and peritoneum ; the latter to be disposed of, the 
former to cure our patients with. A great va- 
riety of methods, some of them ridiculously and 
brutally crude, have been employed to obliterate 
the sac, thinking thereby to plug the hole of 
escape. 

’ermit me to quote again from Gross: “What 
surprises me is, not that these operations should 
have been practiced in ancient times, but that 
they should have been repeated at a comparatively 
Catering to the terror created 
tor the knife in preasceptic and antiseptic days, a 
wilev Englishman named Heaton, introduced the 
method of injection into and around the sac to 
form a barrier of adhesions to antagonize the 
protrusion. After accumulating a fortune by the 
fake method he gave it to the world. His ma- 
terial consisted of a decoction of white oak bark— 
Quercus alba. This occurred less than a century 
ago—about 80 years—and a few people are still 
making a living out of it. The method will hold 
the protrusion up, in many cases, till the grafter 
collects his fee. That princely gentleman and 
master of surgery, the late William T. Bull of 
New York, about two decades ago arranged with 
his assistants and about fifty patients who had 
hernias, to give them the injection treatment for 
radical cure and follow them up for a year or 
two. They all relapsed. 

It has been my privilege to see Bull in actien 
at his clinie in the Hospital for Ruptured and 
Crippled in New York, where he and his col- 
league, Dr. W. B. Coley, supplied the profession 
with statistics of the highest value and unques- 
tioned reliability. They are recorded in Keen’s 
System of Surgery. In the above named institu- 
tion, from 1891 to 1913, nearly a quarter century, 
more than 3,000 operations for the radical cure 
were done with less than 1 per cent. relapses. 
Think of it. The mortality is negligible, some- 
where around 1 in 500 lately. One might be 
justified in saying that an occasional death is 
accidental, due to infection, pneumonia, embolism 
and other remote possibilities. 

For my own information and the purposes of 


recent period.” 
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this paper I have reviewed my clinical records of 
my last 109 cases. 
this connection, I perhaps should state that my 


I have had no deaths. In 


cases of strangulation are not included in my 
mortality report. They, clearly, do not belong 
there, because some of them are brought in with 
gangrene of intestines and require resection and 
anastomosis. They are not operations of choice 
and, if a radical cure is attempted, it is merely 
incidental. We know that if operation is delayed 
to the third day about 50 per cent. of them will 
At this 
juncture I recail a case of strangulated umbilica! 


die, no matter what we do for them. 


hernia which interested me very much and, while 
it leads a bit from a rigid adherence to my sub- 
Mrs. A. T., 
aged 40, mother of several children, had an 
umbilical hernia, large as a cocoanut. She lived 
about 40 miles from Cairo, where only one train 
daily was operated at that time. She missed that 
train and her hernia was strangulated. We got 
her eighteen hours after her diagnosis and oper- 
ated at once. Twelve inches of gut and a large 
mass of omentum were in a state of gangrene. 


ject, I believe it will interest you. 


The omentum we ligated in sections and cut 
The dead intestine was resected and end- 
Notwithstanding the 
desperate condition of the paitent, we did a Mayo 
She 


away. 
to-end anastomosis made. 


radical cure operation in closing her belly. 
was discharged from hospital three weeks from 
day of admission, cured. 
quently I heard from her and she remained cured. 

In this series of cases, my last 109, I have had 
six umbilical hernias, they were all operated on 
by the Mayo method and all cured. 
series, however, I had a relapse in a case treated 
exactly the same way. 
years old who had an old umbilical hernia size 
of a lemon. It became irreducible and painful, 
not strangulated. Patient was short, stocky, fat. 
with a heavy pendulous belly, that suggested 
ownership of a brewery, but he didn’t. 
were three of four inches of fat between the skin 
and aponeurosis and I cut away a section of it 


Several times subse- 


Prior to this 


It was a man about 60 


There 


transversely, four or five inches wide and eighteen 
inches long to remove part of the load from my 
stitches. After his relapse he had no trouble with 
his hernia but had to wear an abdominal sup- 
porter. I have had a 100 per cent, cures in the 
series I am reporting. 

In my inguinal and femoral hernias I have had 
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six relapses. This does not compare favorably 
with the statistics above quoted from the Hospital 
for Ruptured and Crippled in New York, but 
there are mitigating circumstances. 

Let me point out a few of them. As a preface, 
permit me to say that I sought a personal con- 
ference with Dr. William T. Bull at the close of 
his clinic referred to above and asked him about 
the ages of those patients in whom he advised 
radical cure operations. His reply was between 
four years and fifty. In children under four years 


a well-fitted truss, in this age of rapid develop- 


ment, would sometimes produce enough irritation 


to contract the opening and cure the hernia. We 
know that these little ones will fret and cry more 
or less after operation, causing much tension on 
our sutures. Moreover, they are apt to infect our 
operation wounds through soiling of the dressings 
with fecal and urinary discharges. 

About fifty we have the inevitable laxity of 
tissue which does not possess the vigor and toni- 
city to resist intra-abdominal pressure that ob- 
tains in earlier life. 

Let us apply this edict to my relapses. One 
was a seven months’ infant which had the habit 
of erying all the time when awake if not full of 
paregoric. The mother and family physician be- 
lived its congenital hernia was painful and kept 
it crying. They thought they could quiet it for 
short intervals by reducing and holding its hernia. 
I fell into the trap. 
relapsed were aged 56, 62 and 65. 


Three other patients that 
One of these 
had a post operation hemorrhage with extravasa- 
tion under the skin and clotting. Two of these 
cases had sufficient relief, however, that they 
could control their hernias with trusses and be 
comfortable. The one, aged 65, was re-operated 
on and cured. There were two of my relapses to 
which these mitigating circumstances did not 
apply. One was a Jewish retail merchant, 40 
years old, who never did a day’s real labor in his 
life. The other was a well-developed school 
marm, 26 years old. I would have gambled a 
hundred to one that both these cases would be 
permanently cured. They relapsed within a year. 
1 urged them to give me another try. They 
consented and were both permanently cured. I 
operated on them the second time exactly as I did 
the first, except I dissected out the round liga- 
ment in the young woman and sewed the stump 
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to the abdominal aponeurosis. This leaves three 
of my patients wearing trusses, out of 109, w 
mitigating circumstances; unless the baby 
itself to death. I believe I could cure they 
they would allow me another try. I am satis{ie 
with these results. I find pleasure in reca| 
three cases cured whose ages were 72, 83 and 

I intended to report these cases in detail whey 
started this paper; but I find they would ma! 
the paper too long. It goes without saying ¢ 
they were emergency cases with the radical cure 
feature added. 

This brings us to the consideration of « 
of operation. Practically, there are two to choos 
from—the Ferguson and the Bassini, exceyt in 
the umbilical hernias in which everybody conced 
the superiority of the Mayo method. There are 
many modifications of these by surgeons why 
write books or chapters in books or teach surgery 
and want to appear original in thought, but the 
principles are represented in these. 

The Bassini transplants the cord. The Fergu- 
son does not. Why transplant the cord? Simpl 
te put it out of the way. The space occupied by 
the cord is obliterated in the Bassini by the con- 
joined tendon and an unbroken wall is presented 
In the Ferguson a line of displacement in this 
wall is maintained by the cord. To obliterate this 
displacement I dissected out the round ligament 
in the young woman who had relapsed as reported 
above. Let me quote W. B. Coley on this point 
from his supplementary chapter, in vol. 6, Keen’s 
Surgery, to his original, exhaustive chapter in 
vol. 4: “It is impossible accurately to estimate 
the value of any method of operation from the 
results of operation by different men, but, fortu- 
nately, at the Hospital for Ruptured and 
Crippled, we have a large series of cases in which 
the cord was not transplanted to compare wit! 2 
similar series in which the cord was transplanted, 
and in which the operations were done 
same group of men. Such comparison s! 
distinct advantage in favor of Bassini’s met! 

In reviewing my last 109 cases, I have been 
impressed with the temptation to throw out, or 
omit to report, failures on account of complica- 
tions or atypical condition that offer excuses 
I believe many statistics are garbled in this way 
by authors whose ambitions do not square well 
with their conscience. Such statistics are mi* 
leading and damaging to science and practice 
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ALEXIA (CORTICAL WORD BLINDNESS) 
WITH AGRAPHIA IN A CHILD 
Sipney D. Wi1éus, M.D. 

ROCKFORD, ILL. 


\ bey, aged 12 years, was brought to me for 
mental examination in August, 1918. It had 


een ascertained in school that he could not be 
taught to read, so the teachers considered him 
feeble-minded and recommended that he be sent 
to the Lincoln State School and Colony. 


Family History 
The family history shows that the father is an 
alcoholic and was so prior to the birth of our 
patient and since. An aunt on the paternal side 
was insane. A brother is a mouth breather but 
is said to be “very smart.” The only other brother 
was a bright child and died at a tender age as the 
result of a burn. History maternal side negative. 
Personal History 
The child was born March 16, 1907, “9 weeks 
ahead of time.” For the following year the child 
lay “nearly dead all the time.” After that bright- 
ened considerably and walked at about 2 years 
and began to talk at about the same time. Tooth- 
ing was normal. The child was not a bed-wetter. 
While a small child our patient was threwn across 
the room by his father and suffered a scalp wound 
over the inion, the scar of which shows to this 
day. Later nothing mentally abnormal was no- 
ticed about the child and he was sent to school 
at 642 years. After a time the teachers found that 
he was unable to learn to read but yet he pes- 
sessed a remarkable memory and progressed to 
the fourth grade although the mother says “the 
promotion was not deserved.” It was at this time 
that the school superintendent declared him feeble- 
minded but his people wanted further advice. 
Physical Examination 

Young male, 4 ft. 7 in., weighing 70 pounds. 
Muscles well developed but without much sub- 
cutaneous fat. Teeth normal. Skull brachyceph- 
alic with some depression between rounded and 
bulging occipital bones, with the left projecting a 
little more than the right. Scar central on the lower 
surface of the inion. Ears normal. Taste normal. 
Smell, says cloves is pepper. Eyes blue, pupils 
2 millimeters, equal and react normally to light 
and accommodation and concensually; external 
motility normal. Vision normal. Field of vision nor- 
mal. Color field a little doubtful but probably 
normal, Fundi normal. No ex- or enophthalmus. 
Facialis normal. Palate as to form and motility nor- 
mal. Hearing normal. Motor and sensory 5th normal. 
Voice normal. Speech rather childish because of 
careless pronunciation and lisping but these can be 
largely corrected. Muscles of the neck normal. 
Thyroid normal; heart shows slight impurity of 
the first sound. Pulse 72, regular, good size; ar- 
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teries normal. Lungs normal. Abdomen and ab- 
dominal organs normal. Spinal column normal. 
Genitals normal. Glands normal. 
Neurological Findings 

Voluntary motor system.—No abnormal attitudes 
or deformities. The gait is normal. Coordination 
of movements of the arms, legs and body are nor- 
mally performed. Ataxia, all tests, negative. No 
Romberg. Tests for equilibrium all normally met. 

Reflexes : 

Deep: 

Right Left 


Biceps 
Triceps 
Wrist 
Patellar 
Achilles 
Superficial: 


Oe 1 


Right Left 
Cyliospinal 
Upper Abdominal 
Lower Abdominal 
Cremasteric 
Babinski 


Levandowski 

Gordon 

Chaddock 
Plantar 


(2 represents good activity). 

Abnormal involuntary movements.—No tremors, 
twitchings or other abnormalities. 

Muscle strength—Dynamometer shows 25 in the 
right and 30 in the left hand. No loss of muscular 
balance in the legs. 

Muscle status—No change in contour in either 
upper or lower limbs. Electrical reactions were 
not taken. 

Touch acuity.—Localization and discrimination 
normal upon each side of the body. 

Temperature.—Acuity normal over the entire 
body. 

Pain.—Normal Stimuli felt normally over the en- 
tire surface of the body. 

Stereognosis.—Could recognize all objects by 
touch and give their use. 

Apraxia.—Recognized nature and use of objects. 


Mental Examination 


The Binet Test indicated a mental age of 10 
years; chronological age 12 years; hence retarda- 
tion of 2 years; in some mental spheres he 
seemed quite normal for a boy of his age. His 
judgment seemed quite normal and also his emo- 
tional state, his interest and his memory. In fact 
his memory was found so excellent that the boy 
was able to memorize stories from a child’s book in 
comparatively short time and in repeating these led 
a stranger to believe that he was reading the stor- 
ies from the book. However the course of the 
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Binet examination confirmed the finding that the 
boy was unable to read. He was unable to rec- 
ognize any of the letters of the alphabet with the 
exception of a, g, i, 1, o, r. Also it was discovered 
that he was unable to write. Hence an investiga- 
tion into the aphasic status of the case. The 15 
questions suggested by Tilney were used. 

Question 1—Can the patient speak spontaneously 
in ordinary conversation? 

Answer.—The patient can speak and converse 
with intelligence but he lisps and is indistinct in 
enunciation. 

Question 2.—Can he enumerate, denominate and 
name objects? 

Answer.—He can enurherate without difficulty. 
He can denominate and name objects without dif- 
ficulty except the letters of the alphabet aside from 
2, g, i, l, o, r, and the numerals. He can name 
objects without difficulty. 

Question 3.—Can he speak from dictation? 

Answer.—Perfectly. 

Question 4.—Can he read aloud? 

Answer.—He cannot. 

Question 5.—Can he read to himself and under- 
stand what he reads? 

Answer.—He cannot. 

Question 6.—Can he recite what he reads; can 
he say his prayers? 

Answer.—He cannot thus recite but can speak spon- 
taneously. 

Question 7.—Can he write spontaneously? 

Answer.—He cannot except his own name, which 
he has been taught laboriously, and two or three 
simple words like rat and girl which he has also 
learned to do through laborious attention on the 
part of the teachers. 

Question 8—Can he enumerate and demoninate 
in writing; write the numbers from 1 to 10; add 
a column of figures and name objects shown? 

Answer.—He cannot enumerate and denomin- 
ate in writing or write numbers or add a col- 
umn of figures but he can name objects shown. 

Question 9.—Can he write from dictation? 

Answer.—He cannot. 

Question 10.—Can he copy written or printed 
matter? 

Answer.—Yes, he can copy written or printed 
matter without difficulty but he is unable to read 
or understand what he has copied. 

Question 11—Can he hear and understand what 
he hears? 

Answer.—He can hear and understand without 
difficulty. 

Question 12.—Can he see and understand what 
he sees? 

Answer.—He can see and understand what he 
sees without difficulty except written and printed 
matter and numerals. He can see these without 
difficulty but is unable to name them except as 
already indicated. 

Question 13.—Is he aware of errors made in 
speech or writing? 
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Answer.—The boy is fully aware of his difficulties 
in learning to read and write and feels ashamed 
of his infirmity. 

Question 14.—Has he a concept of his speech’ 

Answer.—The boy has a clear concept of his 
speech. 

Question 15—Does he misuse words? Is he 
ungrammatical out of proportion to his education? 
Does he perseverate? Does he speak a jargon? 

Answer.—No such difficulties. 

In the above list we find that the patient fails 
in the proper response to questions No. 2 (in 
part), 4, 5, 6, 7, 8, 9 and 10. We may conclude 
that we have a subcortical alphasia, sensory in 
tvpe. It involves mind blindness or alexia on the 
one hand and agraphia on the other. 

Resume of Findings 

On the physical side we find nothing of specia! 
interest except a brachycephalic skull and a sear 
central on the lower surface of the inion. The 
neurological examination is negative entirely, ex- 
cept for the presence of a distinct Babinski in the 
right foot. Mental examination is noteworthy in 
that we find alexia and agraphia from deprivation 
mn a boy retarded 2 years. The history of injury 
to the posterior head regions in childhood witi 
a Babinski in the right foot and these mental 
findings are suggestive of a subcortical hemor- 
rhage in the left occipital lobe (at or near the 
angular gyrus). 

DISCUSSION 


The following discussion is of interest: 
It has never been seriously denied that there is 
a certain amount of mental defect in practically 


all cases of true aphasia. 
here 

Pure word-blindness (pure alexia) does not 
occur clinically. The lesion producing it is a 
lesion of the posterior cerebral artery, not of the 
Sylvian artery as in the other aphasias. 

According to Wernicke the theoretical centers 
concerned in alexia and agraphia are ({/rom 
Osnato on Aphasia and Associated Speech Prob- 
lems, 1920), the lower centers for the optical 
memory pictures of letters and conceptions of 
writing movements respectively, and a higher 
center of word conceptions. Alexia and agraphia 
result when the tract connecting the center for 
optic alphabet memories and the center of word 
conceptions are divided; pure literal agraphia 
would arise from a similar division of the ‘mc! 
directly conecting the center of optic memory 
pictures with the center of conception for writing 


Certainly this is true 
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movements. Of these theoretic considerations as 
well as on the part played by the cortex of the 
angular gyrus there is no agreement. The loca- 
tion of the lesion causing essential alexia and 
agraphia, however, is definitely established as one 
lying in the lower region of the left parietal !wbe, 
that is, the angular and supramarginal convolu- 
tions. The operation of the lesion as maintained 
by Dejerine is through the destruction of the 
cortical center for the optical memory pictures in 
the gyrus angularis or the fibers leading there- 
from. Wernicke denies this and as proof of this 
ontention calls attention to the fact that if a 
center actually existed the occurrence of pure 
isolated alexia and agraphia would be frequent, 
whereas in reality it is extremely rare. Wernicke 
describes the essential lesion of alexia and 
agraphia as a focus situated deeply in the medul- 
lary layers of the gyrus angularis, but which has 
no immediate or essential connection with the cor- 
tex of this area. He continues that in alexia the 
lesion involves the deep sagital medullary layers 
of the angular gyrus and destroys the inferior 
longtitudinal bundle, optic radiation of Gratiolet 
and tepetum tracts, thus severing the connection 
letween the speech centers and both occipital 
lobes with resulting word blindness and right 
hemianopsia. (In our case there is no right 
hemianopsia.) In agraphia (as with us) the 
lesion occupies the same general situation, but 
iies nearer the cortex and divides the fasciculus 
arcuatus and fibers of the corpus callosum, in 
which lie the association tracts between the 
motor cerebral regions and the occipital lobes and 
lower parietal lobes of the same side, and between 
the sensory speech center and the lower parietal 
und occipital lobes of the same and opposite sides. 

Gray’s Anatomy says that the visual perceptive 
center clinically known as the center of word- 
blindness is located in the angular gyrus. Lesion 
of this area renders the patient incapable of un- 
derstanding the significance of the words and 
objects which he sees. As can be seen from the 
chareter of our investigation, this description is 
inaccurate in two particulars, namely, the lack of 
designating the exact location of the operating 
lesion and, secondly, in the statement concerning 
the physiology of the part to the effect that the 
individual is unable to understand the signif- 
icance of objects which he sees. 

It is claimed by Dejerine, and supported by 
Bastian and Pick, that the functions of written 
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language are dependent upon the integrity of a 
definite center for the storage of “optical memory 
pictures of words”; that this center is unilateral ; 
located in the cortex of the left angular gyrus, 
and connected by association paths with the prim- 
ary optic sensory field in the calcarine area of 
the mesial and basial surface of the occipital 
lobes. This conception obviously narrowly con- 
stricts the function of written language and tends 
to regard reading and writing as faculties, in a 
sense, more or less independent of spoken lan- 
guage and speech conceptions. Dejerine says: 
“An unilateral focus deeply seated in the medul- 
lary structure of the parietal lobe produces a com- 
bination of right-sided hemianopsia and isolated 
writing blindness or alexia; if the affection is 
disseminated and reaches the cortes of this por- 
tion of the brain, agraphia is added to alexia.” 
The accuracy of this statement in general is not 
disputed by Wernecke and v. Monakow. The 
latter observers, however, deny the existence of 
any so-called “optical word center” and claim 
that the cortex of the gyrus angularis is not at all 
concerned in alexia and agraphia, but that these 
disorders result from division of certain associa- 
tion tracts lying beneath the cortex in this 
region. 

Wernicke persistently claims that reading and 
writing are not independent functions, but are 
“transcortical subordinated activities from the 
centers of spoken language,” and that hence, “the 
faculty of writing depends upon spoken language, 
and is lost as soon as the word conception of in- 
ternal speech is damaged (cortical and trans- 
cortical aphasia) and is retained as long as word 
conception and internal speech remain unin- 
jured” (subcortical aphasia). 

From an excellent monograph, “The Contribu- 
tion of Visual Imagery to Verbal Thought. A 
Comparative Study of Seeing and Blind Sub- 
jects.” By Clara Harrison Town, Ph.D., the 
following is quoted and helped to arouse the idea 
that the boy might be helped through the Braille 
System. 

“From the results obtained I judge that the es- 
sential element in the visual imagery of words for 
the spelling process and perhaps therefore for ver- 
bal thought in general, is not its form but its rela- 
tive spacial position, an attribute which the blind 
secures through touch. This touch spacial attri- 
bute seems just as efficacious to the spelling pro- 
cess as does the visual spacial attribute. Perhaps 
its presence makes possible to the blind just as high 
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a language development as is possible to the seeing 
person. 

“Second, that visual verbal imagery assists the 
spelling process rather through its attribute of 
relative space position than through its attribute of 
form, and that the attribute of relative space posi- 
tion can be equally well attained through tactual 
sensations. 

Every neurological case must be looked at from 
a constructive point of view. The first idea was 
(thanks to Dr. Town’s constructive suggestions) 
that he might be taught a trade inolving the use 
of faculties independent of reading and then as a 
matter of sequence it was suggested that if here 
we had a boy who could be taught to use his sense 
of feeling in a trade, why not substitute this 
special sense for sight in the attempt at further 
education. Doctor H. Douglas Singer, then 
alienist of the Board of Public Welfare, co-oper- 
ated .most courteously and arranged for the ad- 
mission of the child to the State School for the 
Blind at Jacksonville. The superintendent of 
this school naturally never heard of teaching the 
Braille system to a seeing child, but, neverthe- 
less, appreciated the point after a letter of ex- 
planation and the boy was duly admitted. 

A month after admission the superintendent 
wrote the following letter: 

Replying to your letter of recent date in regard 
to X. X. I will say that he entered the third grade 
and has shown quite a degree of progress in his 
work. 

He is in a Braille class and upon receipt of your 
letter I asked just what he had accomplished in 
this new system. She advised me that he has 
mastered the entire alphabet in Braille and is able 
to write and read quite a list of words. Of course 
you understand that he does all this work with his 
fingers and is not allowed to use his eyes at all. 
In fact he has been tried out here and found to be 
very helpless in grasping ideas from a book by use 
of his eyes. At present we feel very much en- 
couraged and see no reason why he should not 
continue to make progress. 

Two months later the superintendent wrote 
the following not so encouraging letter: 

I have deferred answering your letter until now 
hoping that I would have a definite and a favor- 
able reply. X. X.’s teacher while at first much en- 
couraged as to the progress he made is somewhat 
disappointed now in view of the fact that he is un- 
able to form sentences. He learned the Braille 
alphabet readily and is able to make and read each 
character without any difficulty whatsoever, but his 
difficulty seems to be in forming words and sen- 
tences. He can put the letters in the words only 
upon assistance from his teacher. (These state- 
ments are interesting and worthy of note. S. D. 
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W.). He can do anything that he is told to do 
like making words and building sentences but he 
lacks initiative. We are beginning to doubt very 
much our ability to educate him. 

Upon this I made the suggestion to blindfold 
him. The idea was that without the useless at- 
tempt to call on his eyes for aid he would concen- 
trate better and make more encouraging progress. 

In the beginning he could write a few singi: 
words only (such short ones as boy and cat) but 
after eighteen months of treatment he was aile 
to write the following to his sister: 

I am Write to let you know I Would like to get 
a letter Forn you I am Well and hope you and 
Andy are the same I Will be Honne Soonn school 
will let out 28 of May and I Will be home same. 
it is school time now. I Will cose For this time. 

love and kisses 
Brother 

Note he interchanges still M and N and also 
repetitions, transpositions, elisions and omissions 
are still seen. It seems to one, however, that the 
trial was fully worth while, as the result tends to 
show. Still it must be acknowledged that from 
the psychological and pedagogical points of view 
the case was marked with partial success only. 

CONCLUSION 

We have here a boy of twelve with rather poor 
family history with an ominous state in early 
babyhood. In addition to this, the child 
sustained an injury over the occipital protuber- 
ance while a small child and in this connection 
note the Babinski in the right foot. Undoubt- 
edly there is an organic basis for this 
trouble, congenital or acquired or both. 
Physical examination showed nothing ab- 
normal and the mental examination showed a 
normal finding with the exception of this state 


of sensory aphasia with two years of retardation 
There is no object 
blindness, but word blindness is quite complete 
and, with the exception of a few letters, tli 


of intelligence as a result. 


alphabet could not be recognized. Normal reaid- 
ing was impossible because of these defects, H: 
could write a very few words, including his own 
signature, and three or four such short words as 
cat and dog, but he seemed to have obtained thii- 
knowledge through the sense of feeling or spati«! 
endowment and not at all from true writing abil- 
itv. Hence came the obvious suggestion that 
special development of the sense of feeling 
such pabulum might be fed him through this 
channel as would ordinarily reach his mental 
equipment through the sense of word and sen- 
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tence reading. Furthermore, that after the 
increased elaboration brought about he 
might be able to express himself more fully by 
the use of his hands in Braille writing (a sort of 
mimicry). The experiment met with an encour- 
aging Gegree of success, but still the first anticipa- 
tions were scarcely fulfilled in their entirety. 
This case is one of cortical word blindness asso- 
ciated with agraphia. This lesion is believed to 
be in the white matter of the angular gyrus not 
reaching the surface and yet not extending deep 
enough to involve the optic radiations. 


thus 


Judging from the result in this case destruc- 
tive lesions in this area interfere with mental 
processes Other than specialized visual percep- 
tion and agraphia, inasmuch as this case was 
largely disqualified for that improved elabora- 
tion and expression that theoretically might well 
have followed the attempt to train intensively 
both the deep and the superficial sensations used 
in the act of Braille writing to the end that im- 
proved association paths might follow. In other 
words the attempt to substitute the sense of feel- 
ing and space for the sense of sight failed to es- 
tablish clearly that the resulting new associa- 
tions could replace those associations affected by 
a subcortical insult in the region of the angu- 
lar gyrus. 





THE QUESTION OF TONSILLECTOMY 


IN EARLY CHILDHOOD 
C. J. Sway, M. D., F. A. C. 8. 
EVANSTON, ILL. 

Why is it that in contemplated removal of 
the tonsils of a child for what seems adequate 
cause the question so often arises, “is the child 
“would it be better to wait until it 
This 
question is repeatedly propounded to the laryn- 


teo young,” 


is two, three, four, five or six years old?” 


gologist both by the parents and by practitioners. 

Of course the thought at the foundation of 
the query is—Have not the tonsils some special 
function to perform, especially in early life, and 
can such possibly functionating organs be re- 
moved without ultimate harm to the patient? 
Has the tonsil in early life, endocrine or a filter 
function which might be destroyed by too early 
removal, resulting in some temporary or perma- 


nent physical or mental handicaps? Such a 


thought is indeed serious and it is unquestionably 
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a thought in the back of the minds of many 
physicians, and this notwithstanding the fact 
that thousands of tonsil operations are yearly 
performed with apparent benefit to the patients. 

The literature for the past ten years shows 
the amazing average of more than one hundred 
and twenty articles per year on the subject of 
( Keifer.) 
about one in one hundred or 1 per cent. men- 
tion tonsillar function. 


tonsils. Of these, roughly speaking, 
Of these there is one 
article which is a report of laboratory research 
work on the tonsillar function by O. Fleisch- 
mann. The remaining authors arrive at their 
conclusions by inference, such as the resemblance 
of tonsillar tissue to the tissue of certain other 
glands of known function, or by exclusion. 

There have been papers published by Davis, 
Dick and others upon the bacteriology of the 
tonsils, but so far no investigation of the rela- 
tive opsonins of the tonsils or upon the bacteri- 
cidal or phagocytic activity as compared to other 


tissues, 


The earliest paper on the subject of tonsil 
function is by Fox, 1885, who concludes that the 
tonsils belong to the digestive tract and not to 
ihe respiratory tract and that their function is 
to absorb certain elements of saliva in the in- 
tervals of meals which might otherwise be wasted. 
He offers, however, no satisfactory proof of this 
contention. 

In 1888 Spicer and Seaves gave this problem 
their attention without, I think, arriving at any 
very definite conclusion in their own minds or 
conveying such conclusions to the minds of the 
reader. 

Gulland in 1892 made an earnest argument 
that the organs manufacture lecocytes which are 
partly carried off by the lymph circulation and 
the remainder stand guard in the crypts and on 
the surface of the tonsil against infection, which 
only can occur when the vitality of the patient 
is lowered. 

Woodhead, Lectures in the London Lancet in 
1898, printed an article entitled, “Channels of 
Infection in Tuberculosis.” He concluded that 
the the other lymphatic 
glands and functionate in the same way, acting 


tonsils are same as 
as a protective structive to the respiratory tract, 
absorbing and preventing the 
ious bacteria to the lower respiratory tract. 


entrance of nox- 
Up 


to a very recent day this is one of the most 
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thoughtful and conclusive contributions upon the 
subject of tonsillar function. 

These studies of twenty to thirty-six years ago 
are interesting because they show that many years 
before the indictment against the diseased tonsil 
was anywhere near as heavy as it is today and 
long before humanity had begun to be deton- 
sillized, members of the profession already were 
speculating and observing and attempting to 
determine its function. 

Turning to the more recent contributions hav- 
ing a bearing on this subject, Joseph Beck, 1917, 
makes the broad statement that with very few 
exceptions where there are definite contra-indi- 
cations, whether in children or in adults, the 
tonsils are better out than in and that he has 
never seen ill effects from their proper removal. 

J. H. McPhedran, 1920, believes that the ton- 
sil has three functions: 1. Mechanical, in sup- 
porting the pillars. 2. Blood forming. It takes 
part in the function of the great mass of lymph- 
oid tissue of the body and assists in the blood 
formation. 3. It has a protective function. As 
part of Waldeyer’s ring of lymphoid tissue at 
the entrance of the pharynx it helps to pre- 
vent infection getting into the digestive and 


respiratory tracts and general system by de- 


stroying bacteria. Further he believes that it 
has no internal secretion affecting body growth 
and that it secretes no enzymes helping diges- 
tion of food. He calls attention to the 70 per 
cent of lymphocytes in the blood and believes that 
the tonsils assist in production of these cells. 
This, considering the great mass of lymphoid tis- 
sue in the body, would be a minor function. 

MeWhirter, 1920, believes that the tonsils are 
the same as other lymphoid tissues of the body 
and has no separate function whatever. 

An interesting contribution on the subject of 
tonsil function is that by O. Fleischmann, 1921. 
He noted that Richter had shown that the ad- 
renals, hypophysis and thyroids produce a sub- 
stance with marked reducing properties. That 
is, extracts of these glands give a typical reac- 
tion with a gold sodium chloride solution ; name- 
ly, a pink to red coloration of the colloidal gold 
brine, and states that this reaction is peculiar to 
the endocrine glands. Fleischmann then follow- 
ing out the Richter technique, produces a tonsil 
filtrate which gives a colloidal gold reaction simi- 
lar to that given by the endocrine glands. He 
also observed that the saliva from the mouth gave 
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the same reaction but that the salivary glands 
and saliva direct from these glands did not giv 
the color reaction. The reaction was positive 
in both healthy and diseased tonsils. He bhe- 
lieves that the tonsils must, therefore, bear a 
relation to glands of undoubted internal secre- 
tion and notes that Addison’s disease and exoph- 
thalmic goiter have been observed to improve 
after tonsil removal and that acute enlargement 
of the thyroid and even Bruder’s phenomenon 
have been noted in angina. He therefore con- 
cludes that the tonsils are genuine glands of in- 
ternal secretion, which secretion has marked re- 
ducing properties and that it is given in part 
to the oral cavity and in part to the circulation; 
that the tonsils are also lymph nodes and fune- 
tionate as such and warns that the protection 
of the entire oral cavity resides in the tonsils. 
He adds that recurrent tonsillitis depends upon 
the continued virulence of bacteria, remaining 
in the peritonsillar tissue, from previous inflam- 
mation, when the tonsillar secretion has no op- 
portunity to exert its protective action. 

It will be seen that while there has been some 
laboratory research work and _ considerable 
thought and speculation as to the function oi 
the tonsil the results are meager, leaving us stil! 
some distance from a satisfactory solution of the 
problem. My own experience while giving my 
mind a decided bias has not carried me to an 
absolutely definite conclusion and remembering 
that the function of the endocrine and other 
glands was first noted by observations of certain 
changes in the patient due to the absence of these 
glands or disease in them, it seemed that pos- 
sibly something conclusive or at least suggestive 
might be arrived at by calling this question to 
the attention of a large number of physicians of 
standing who were in a position to observe the 
greatest number of children and especially o! 
children who have been subjected to tonsillec- 
tomy. 

In pursuance of this idea the following ques- 
tionnaire was written and sent to one hundred o! 
the leading pediatricians and to a like number of 
representative laryngologists of the United 
States. 

QUESTION NAIRE 

1. What do you regard as the physiological func- 
tions of the tonsil? 

2. Do you approve of the removal of the tonsils 
of children 
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a. under 4 years of age? 

b. under 3 years of age? 

c. under 2 years of age? 
3. What indications would you consider sufficient 
to warrant tonsillectomy at these respective ages? 

4. Have you observed ill effects from so early 
operations ? 


5. What ill effects, immediate or remote, have you 
observed where the operation has been properly and 
completely performed, in respect to the 
a. metabolism, 

. nutrition, 

. growth, 

. weight, 

. respiratory tract, 

. cervical glands, 

. blood picture, 

. mentality, 

i. disposition, 

j. development of teeth, 

. voice, singing or speaking, 

. other ill effects. 


As will be seen, the questionnaire goes into 


considerable detail and maintains an absolute 
neutrality, being neither for nor against. In all 
a little over one hundred replies were received 
about equally divided between the pediatricians 
and the laryngologists. 

Very many of the replies were given in detail 
and showed much thought and speculation along 
ihe line of the questionnaire, and a considerable 
number wrote long and interesting discussions 
of the topic giving, in many instances, references 
tu the literature. The tonsillar function was 
diseussed at length and with conviction by a 
few of those who adhere to the theory of the 
lymphoid function of the tonsil. A paragraph 
in a letter from Dr. F. O. Emerson of Boston 
as typical of these, gives in a precise and clear- 
cut way his deductions and reason for them. 
He writes: 

Apparently the lymphoid tissue up to ten years of 
age is functionally active following which it is re- 
placed by mucous and fibroid elements. Until ten 
years of age it is physiologically more active with 
the eruption of the teeth and seems to act as pro- 
tection to the tisues below. That it does so I think 
is shown by the fact that at this age if the tonsils 
and adenoids are removed there is often a compen- 
sating hypertrophy of the remaining lymphoid tissue 
in Waldeyer’s ring. The lymphoid masses comprising 
the adenoid and tonsillar tissue naturally disappear 
during adolescence if not chronically infected and 
for this reason I do not look upon them in the same 
way that we would consider rudimentary organs and 
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for the same reason up until this period I would 
consider them of physiological use. 

In answering question 1, the divergence of 
opinion is marked as will be seen by the tabula- 
tion below: 

1. Thirteen believed that the tonsil is a lymph 
gland and does not differ from other lymph 
glands in structure or function. 

2. Six expressed the opinion that there was 
an endocrine function the exact properties or 
effect of which have not yet been clearly de- 
termined, 

3. Twenty-three thought the tonsil function 
was protective, that is, having some anti-bhody 
content or some filter function. 

4. Sixty either thought that the function was 
undetermined and so expressed themselves, o1 
left this particular question unanswered. 

The answers to the second question, “Do you 
approve of the removal of tonsils of voung chil- 
dren” prove conclusively that the great body 
of opinion among those in best position to judge 
is not against but for removal of tonsils in 
young children, when indicated. 

Ninety-three answered that they approved of 
tonsillectomy in young children when indicated. 
Three laryngologists and three pediatricians dis- 
approved under any circumstances tonsillectomy 
in children under 5 vears of age. 

The indications given as warranting tonsillec- 
tomy in young children cover a wide range and 
are as follows: 

. Endocarditis. 11. Cervical adenopathy. 

. Acute nephritis. 12. Repeated tonsillitis. 

3. Repeated bronchitis. 13. Hypertrophy. 

. Frequent gastro-intes- 14. Mechanical obstruc- 

tinal disturbance. tion. 

. Aprosexia. 15. Repeated colds. 

Cyclic vomiting. 16. Peri-tonsillar abscess. 

. Sinusitis. 17. Neoplasm of tonsils. 

K. L. carriers. 18. Backward mentality. 

. Certain chest and face 19. Malnutrition. 
deformities. 20. Rheumatism. 

10. Repeated otitis. 21. Speech defects. 


tm 


2 pp 


It is submitted that one of these symptoms 
alone does not necessarily constitute a sufficient 
indictment against the tonsils to warrant ton- 
sillectomy. It is in many instances necessary 
that two or more symptoms be present in the 
same case before an opinion favorable to opera- 
tion be given. 

Question 3. Eighty-three observed no ill ef- 
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fects; 17 had observed some ill effects, mostly 
temporary, such as diminished resistance to upper 
respiratory infection and change in voice. 
Taking up the first and most important ques- 
tion one almost feels that all the answers may 
be true. Certainly it is a fact that the function 
of the tonsil has not yet been accurately and 
finally determined. It is also pretty well agreed 
that they parallel in structure and probably in 
function a lymph gland. That there may also be 


endocrine function nobody is yet prepared to dis-* 


prove for the reason that a certain amount of 
gland tissue is left at the base of the tonsil and 
on the tongue and behind the pillars which may 
be sufficient to carry on the endocrine function 
even after so-called complete tonsillectomy. The 
same may be said of a possible anti-body content 
of the gland. 

Many of the answers advise unusual caution in 
operating upon young children, stating that the 
indications for operation must be frank and im- 
perative, the inference being that symptoms that 
might warrant operation in an adult would not 
always be adequate in deciding upon operation 
in a young child. This, of course, shows a con- 
scious or a subconscious leaning to the theory 
or to the possibility that there may be a tonsil- 
lar function active in childhood but no longer 
active in adult life. This theory or possibility 
is stated in answer to the questionnaire in some 
instances but not in others. 

It has been noted by myself and by several 
of my correspondents that after removal of the 
tonsils in the young, of the tissues mentioned 
above, the adenoid structure just back of the 
posterior pillars has a tendency to become unduly 
abundant as if nature were making an effort to 
compensate what has been lost by the operation. 
It is argued from this fact that nature finds the 
tonsils necessary. 

In my own experience I have observed no ill 
effects except a tendency to increased frequency 
of bronchial attacks observed in my practice in 
maybe three or four cases in all, not a great 
enough number to impress one that it had neces- 
sarily anything to do with the tonsillectomy. 
However, since several of the correspondents 
mentioned the same complication, I am inclined 
to believe that in a certain very small per cent. 
this complication oceurs. Lynch of New Orleans 
states that in 14,000 cases of tonsillectomy he 
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operated on only six or seven cases where he 
thought the operation had been harmful and 
followed by repeated bronchitis or change of 
voice. Lynch’s figures would show it to occur 
about once in 2,000 cases. 

The great preponderance of opinion by those 
who have given the matter any thought seems to 
be that the tonsils are lymph glands and no 
more. In this belief the writer concurs with the 
possible reservation that if there be any other 
end special function there is sufficient remaining 
gland tissue of the same structure and presum- 
ably of the same function in the lingual tonsil, 
remnants in the naso-pharynx and masses back 
of the posterior pillar to “carry on” successfully. 

It seems, then, that for the past ten years a 
great many thousand tonsillectomies have been 
performed on young children and that the clin- 
ical evidence goes to show that these children in 
the overwhelming majority of cases have lost 
nothing, have not been handicapped mentally or 
physically and on the contrary were better for 
the operation. 

CONCLUSIONS 

1. The tonsils are lymph glands and function 
as such with a possible endocrine function or 
anti-body content which if present is carried on 
by tissue left after operation. 


2. The great majority of opinion is that tonsil- 
lectomy when indicated either in the young or 
old is a warrantable and salutary operation and 
this opinion is sustained by a great mass of clin- 


ical experience. 

3. In cases where tonsillectomy is indicated 
in a young child there is nothing to be gained by 
postponing the operation until the child is older. 
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ENLARGED THYMUS.* 
OrvILLE Barsour, M.D., AND 
LOWELL 8. Gorn, M.D. 
PEORIA, ILL. 
The thymus gland has always been more or 
Little has been known 
of its anatomy, physiology, or pathology. Sudden 
death in infants or children has often been at- 
tributed to its hyperplasia, but just how, or why, 
no one has known. 


less a gland of mystery. 


In recent vears, however, a great deal of work 
has been done, both experimental and clinical, 
end much has been written concerning the func- 
tions of this gland. Also, much has been accom- 
plished towards revealing the secrets of its ac- 
tions, both normal and abnormal; sufficient at 
least, to enable us to better understand the un- 
toward effects produced by a hyperplastic thymus 
and the treatment thereof. 

The writers will endeavor in this paper to 
summarize as briefly as possible the sum total 
of our knowledge of the thymus, and its patho- 
venesis, as contained in literature; followed by 
case reports of our brief experience with such 
conditions. 

Anatomy of the Thymus. Let us review for 

1e moment the anatomy and physiology of the 
thymus, thus enabling us to more clearly visual- 
ize the pathognomonic picture. 

The thymus has its origin in the endoderm, 
from the third and partly from the fourth bron- 
chial cleft. It has its greatest development dur- 
ing the first two years of life, weighing at that 
time usually about five grams. The gland in- 
creases gradually in size until puberty, at which 
time its average weight is 15-25 grams.(*) Dur- 
ing the next ten years it decreases fairly rapidly 
in size in most individuals and after that grad- 
ually. The body of the thymus develops mostly 
in the thorax, projecting however about 2 cm. 
It is a thick 
mass just behind the first piece of the sternum, 


above the sternum into the neck. 


resting against the heart and the great vessels, 
and extending back to the trachea. It extends 
down the anterior mediastinum lying on the 
pericardium in one or more long lobes (?) on 
either side of the median line. Still lower down, 
it reaches on either side into the angle between 
the pericardium and the pleurae. 

These long lobes are composed of various 
lobules which are in turn made up of numerous 
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follicles, about 14 mm. in diamater, comprising 
two portions, the cortical and medullary. Each 
of these follicles contains numerous lymphoid 
cells; in the medulla, however, the supporting 
reticuliim of branched cells is coarser than in 
the cortex, and this portion contains special 
nest-like bodies called the corpuscles of Hassal. 

The thymus received its blood arterial sup- 
ply through branches of the superior and 
inferior thyroids, and the internal mammary ar- 
teries. Its venous drainage is supplied by the 
thyroid and left innominate veins. . The vagi 
and sympathetic nerves furnish its nerve supply. 

Physiology of the Thymus. The thymus sup- 
plies through its lymphocytes an excess of phos- 
phorus in organic combination with nucleins, 
which the body, particularly the osseous, nervous 
and genital systems, require during the period 
of their greatest development, i.e., during in- 
fancy and childhood. The nucleins play another 
important role in the body at large, that of tak- 
ing part in the autoprotective functions of the 
body in conjunction with the lymphatic system. 
Huiskamp has shown that the most abundant 
protein in the thymus is nucleo-histon, which 
Bied] has 
also demonstrated that the thymus contains five 
times as much nuclein as any other lymph struc- 
ture in the body. (*) 


Pathology of Enlarged Thymus. 


contains 3.7 per cent phosphorus. (*) 


Our knowl- 


edge of the pathogenesis of thymic hyperplasia 
is very well summed up by Blackfan and Little 
(°) as follows: 


“In the literature many theories 
are found, not only regarding the function of 
the thymus, but regarding the mechanism by 
which an enlarged thymus induces dyspnea, 
and = death. 
Whether the symptoms are produced as the re- 


cyanosis, stridor, convulsions, 
suit of a specific substance elaborated by the 
thymus gland, whether they are caused by a 
gland deficient in specific substances, or whether 
they are brought about by compression of the 
trachea, nerves, or great vessels remains at the 
present time unsettled.” 

Necropsy reports of cases of so-called thymic 
death have given us little information. The con- 
ditions found were roughly three; the first being 
a marked hyperplasia of the thymus with an ac- 
companying hyperplasia of lymphoid tissue 
throughout the body. The heart, aorta, and pe- 
ripheral arteries are found contracted, while the 
superficial veins are dilated. In the second type 


. 
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one finds only an enlarged thymus, while in the 
third instance no hyperplasia of either can be 
demonstrated. 

Symptomatology. Dyspnea presents the most 
prominent Clinical picture in cases of thymic en- 
largement, of either a stridulous or an asthmatic 
type. 

Thymic stridor is often congenital, becoming 
manifest soon after birth during a coughing or 
It suggests the presence of a 
This stri- 


dor is aggravated by the recumbent position, and 


crying paroxysm. 
foreign body, or the wheeze of croup. 


is somewhat counteracted by lving on the side, 


Fig. 1. Case 1. After Treatment. 


or sitting up and leaning forward. It may vir- 


tually cease after a crying or coughing spell, or 


it may persist as an inspiratory wheeze, which is 
greater after feeding. The wheeze may be sta- 
tionary, or progress towards the asthmatic type. 
The stridor often makes its first appearance with 
an acute infection, such as diphtheria, pertussis, 
or broncho-pneumonia. 

Thymic asthma may occur as a progressive ag- 
gravation of the former, and end fatally. It 
sometimes antecedent 
symptoms and resembles a violent asthmatic at- 
tack, with inspiratory and 
spasms of the glottis. 

Symptoms other than dyspnea found in 


comes on without any 
stridor, cyanosis 


cases 
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with hyperplasia of thymus, play a prominent 
part in the clinical picture and aid a great deal 
in differential diagnosis. In such a condition, 
especially with any marked dyspneic involve- 
ment, one is very likely to find the head thrown 
back, pupils dilated, swollen tonsils, sublingua 
tonsils, and adenoids, and a swollen tongue, ac- 
dysphagia, to a more or less 
marked degree. One should also expect to find 
hypertrophied lymph-nodes of the neck and ax 
illa. Retraction of the suprasternal space, thoray 
and scrobiculus, and enlarged superficial veins of 


the chest frequently are found. Convulsions witli 


companied by 


Fig. 2. Case 1. Before Treatment. 

or without loss of consciousness depending upon 
the severity of the attack, may occur with an at- 
tack of thymic asthma, and may be one of t! 
most prominent symptoms. 

Thymic death, so-called, occurs as sudden 
death, without warning. This may occur at an) 
age, but usually during infancy after violent 
exercise, excitement, emotion, during surgical! 
anesthesia, after operation, or even during 4 
slight illness. 

Diagnosis of enlarged thymus should be based 
on the following: 

1. Symptoms that have just been given. 

2. A friction sound—sometimes heard over 
the compressed trachea. 
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3. The laryngoscope, tracheoscope, and 
bronchoscope may aid in differentiation. 

1, Percussion is of value in skilled hands. 
The normal thymic area of dullness is triangu- 
lar in shape, with the base at the sternoclavicular 
junction and the apex at the second rib. The 
area is considered abnormally enlarged if it ex- 
tends 1 em. beyond the sternal margin on either 
side. 

5. The x-ray is our most positive method of 
ascertaining thymic enlargement. 

The x-ray findings are quite constant and suf- 





Fig. 3. 


Case 2 Before Treatment. 


ficiently accurate, provided only that the tech- 
nique of exposure be carefully followed. Speed 
is essential, and therefore double screens must be 
used. The child is placed upon its back on the 


cassette holding the film. Assistants steady its 


knees and shoulders, making every effort to pre- 


vent the child from turning on the cassette. The 
exposure must be made in deep expiration. It 
The 
radiograph produced by this technique should 
show the chest areas, i. e., the distances from the 
median line to the axillary borders of the ribs, 
to be of equal size, on both sides. Under these 
conditions widening of the mediastinal shadow 
can be recognized without much difficulty. The 


should not exceed one-tenth of one second. 
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normal roentgen shadow lies in the median line, 
continuous with that of the heart and great ves- 
sels. The enlarged thymus casts a dense shadow, 
extending to either or both sides of the median 
line and more or less continuous with the shadow 
of the heart and great vessels. An enlargement 
to the right may be due to large vessels. Accord- 
ing to Friedlander, a normal thymus may cast a 
widened shadow if the exposure is made while 
the patient is in deep inspiration. It seems to 
us that while this might well occur where the en- 
largement of the shadow was not great, it would 


Fig. 4. Case 2 After Teatment. 


be next to impossible for such an error in a case 
such as the first one which we shall report. 
Differential Diagnosis. The clinical picture 

of thymic hyperplasia must be differentiated 
from the following conditions: 

Enlarged bronchial lvmph-nodes. 

Retropharyngeal abscess. 

Membranous laryngitis. 

Catarrhal spasms of the larynx. 

Laryngeal spasm. 

Congenital laryngeal stridor. 

True asthma. 

Heart and lung disease associated with 
dyspnea. 


Prognosis. The outlook in any case is uncer- 





302 ILLINOIS MEDICAL JOURNAL 


tain. Any acute attack no matter how severe 
may Those of the chronic type are 
likely to have a low resistance, and are liable to 
sudden death from slight causes. 

Treatment. Attempts to pre- 
vent the recurrence of paroxysms by establishing 
a low diet, avoiding violent exercise, cold and hot 
baths, etc., protecting against acute infections, 


recover. 


Prophylactic. 


relieving constipation, and by insuring outdoor 
life in a mild climate. 

Symptomatic. The following methods may be 
of service towards relieving the asphyxia during 


a paroxysm. 





Fig. 5. Case 3, After Treatment. 


The upright position. 

Cold compresses on the sternum. 
Oxygen. 

Deep intubation, or tracheotomy. 
Curative. There are two general methods of 
treatment, namely surgery, and radiotherapy. 
Surgical complete or partial thymectomy relieves 
the symptoms, but in far too great a proportion 
has a very high mortality. 

The application of x-ray, or radium is quite 
beneficial, without having the untoward results 
of surgery. The technique of either is quite sim- 
ple. Either method There are, 
however, certain advantages in radium therapy 


is beneficial. 
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The action of radium 
One urgent case showed 
Friedlander 
reports that most cases improve under x-ray 
twenty-four to forty-eight 
Two of our cases could not have survived 
Under x-ray therapy, the distance 
from skin to target is a factor of the utmost im- 
portance, and one very difficult to maintain when 
the patient is a struggling infant. In using 
radium, the tube-skin distance is constant, no 
Like- 


wise, the size of the area exposed is pre-deter- 


over roentgen treatment. 
seems to be more rapid. 

improvement within a few hours. 
treatment within 
hours. 
this period. 


matter how much the child moves about. 


Fig. 6. Case 3, Before Treatment. 

mined and maintained constant much more eas- 
ily in radium treatment than when using the 
x-ray owing to the same element of struggling 
on the part of the child. The technique of roent- 
gen therapy, according to Sidney Lange, consists 
of the application of 25 milliampere-minutes, 
from a tube backing up a 914-inch parallel gap, 
at a 9-inch target skin distance, the filtration 
being 4 mm. of aluminum and a piece of thick 
leather. In mild cases, one such application 1s 
made over the anterior chest; in severe cases & 
similar dose is administered through the pos 
terior chest wall. Such a dose will produce an 


erythema. The radium technique employed ™ 





sists 
utes, 

gap, 
ition 
thick 
mis 


ses a 


October, 1922 


treating the cases herein reported was worked 
out by Arthur Hublein. It consists of applying 
100 mg. of radium element, screened with .5 
mm. of silver, to each of four areas over the 
thymus for two hours and thirty minutes, at a 
tube-skin distance of 15 mm. This dose produced 
a moderately severe erythema in every case. 
CASE REPORTS 

The first case is reported in detail because it rep- 
resents the most severe type of thymic asthma, and 
presents most of the classical symptoms of such a 
condition. Complete clinical and laboratory examina- 





Fig. 7. Case 4 Before Treatment. 


tions were made on all six cases, but for the sake of 
brevity we are presenting only the salient features of 
the other five cases. 

Case I. Male child, age 2 months; breast-fed; pre- 
viously regarded as a normal infant. 

June 23, 1921, 11 A. M. Babe crying, and refused 
food, constipated, no vomiting. Temp. 99 F. Throat 
was red but the tonsils were not enlarged. Chest 
examination revealed nothing abnormal. 

3 P. M. The temperature was still 99 F. It was 
still crying and refusing food. The tonsils were 
swollen, and hyperplastic lymph nodes were palpable 
in the neck and axilla. The sublingual gland was 
markedly swollen, and very firm on pressure. Chest 
examination still revealed nothing abnormal. 

6 P. M. The infant lay prostrated and cyanotic, 
with its head thrown back, pupils dilated, a weak and 
rapid pulse, and a marked inspiratory stridor suggest- 
ing obstruction of the trachea. Temp. 100 F. The 
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tonsils, the cervical and axillary lymph glands, and the 
sublingual gland were all markedy enlarged. The 
tongue was so swollen that the child could obtain no 
breath at all until the tongue was held out after being 
pierced with a suture. The superficial veins of the 
chest were definitely enlarged. The abdomen was 
greatly distended. Convulsive twitchings of the arms 
and legs occurred very frequently. 

The infant was taken to the Methodist Hospital, 
where it was kept alive by stimulants given hypoder- 
mically, oxygen and artificial respiration being used 
almost continuously. Application of a water moist- 
ened cotton pledget to the tongue, caused immediate 
cessation of respiration and increase of cyanosis, 


Fig. 8. Case 4 After Treatment. 


thereby demonstrating the presence of a marked dys- 
phagia. 

White blood count, 24,600. 

Differential count: 

Polymorphenuclears 
Lymphocytes 
Transitionals 

Laryngeal and tracheal examination by a laryngol- 
ogist (Wright Williams) revealed no obstruction. 
Chest and abdominal examination by a surgeon 
(George E. Weber) showed nothing more than pul- 
monary congestion, and abdominal distension. 

The large shadow in the thymic region on the x-ray 
plate (Fig. 1) was sufficient reason, along with the 
emergency of the child’s condition, for the application 
of radium. Two hours after the final application, 
rapid expulsion of flatus relieved the abdominal dis- 
tension, and five hours later the child swallowed with 
comparative ease one half ounce of breast milk, given 
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with a medicine dropper. Twenty-four hours later, 
he nursed his mother’s breast with apparently normal 
relish and efficiency. 

N. B. One month later the sublingual gland which 
had persisted firm and enlarged, suppurated, erupted 
and rapidly disappeared. Two weaks later double 
otitis media occurred, resulting in a purulent dis- 
charge from both ears, which persisted for twenty 
days. With these exceptions the child has since been 
healthy, and normal in every way. (Fig. 2.) 

Case 2. History: Female child; age 13 months; 
bottle-fed since birth; has lustic paternal history. 
The history and symptoms as given are essentially 
those of congenital idiocy with cerebral pressure. 
However, the convulsions of which there are four to 
nine each twenty-four hours evidently involved some 
other factor. The infant always became quite 
dyspneic and cyanotic, and could never lie on her 
back without becoming so. Her mother noticed that 
the attacks always appeared when the child was lying 
down, and that the upright position immediately re- 
lieved the condition. 

Examination: Bears out the history of congenital 
idiocy. Blood, and spinal fluid Wassermann were 
negative. An x-ray revealed a very much enlarged 
thymus. (Fig. 3.) 

Clinical course: Radium applied. Twenty-four 
hours later a severe toxic reaction developed, which 
lasted eight days. Two weeks later, a second x-ray 
showed the thymus markedly reduced in size. This 
exposure was followed by another toxic reaction of 
four days duration. 

It is now three months since the radium treatment 
and the child has had no dyspnea. (Fig. 4.) Happily 
too the child’s mentality shows signs of gradual im 
provement, with the aid of a series of spinal punc- 
tures. ‘ 

Case 3. History: Female child; age six months; 
bottle-fed; of apparently normal birth, growth and 
development. A rattling had been noticed in the chest 
for a month. This was accompanied by a chronic 
cough, but there was no fever or any sign or in- 
fection. 

Examination: A_ well-developed, well-nourished 
baby, apparently normal except for a continuous in- 
spiratory stridor. The child seems to get its breath 
with great difficulty. It is markedly relieved by the 
upright position. The x-ray showed an enlarged thy- 
mus. (Fig. 5.) 

Clinical course: Radium application was followed 
within twenty-four hours by signs of improvement. 
Four days later the stridor has disappeared entirely, 
and to all appearances the child has been normal for 
the three months since the treatment. (Fig. 6). 

Case 4. History: Male child; age twenty-eight 
months; breast-fed first eighteen months. This child 
is a typical trepin, with practically no mental develop- 
ment. It was examined by a prominent intermist one 
year ago, and has been under thyroid treatment since 
that time with no apparent improvement. One of 
more attacks of dyspnea have occurred daily for the 
last eighteen months. 
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Examination: The child shows most of the classical 
signs of cretinism. It is well developed physically 
but shows evidence of very low mentality. The x-ray 
of the chest showed an enlarged thymus. (Fig. 7.) 

Clinical course: Radium was applied over the 
thymus on Feb. 25, 1922. Since that time there has 
been no more dyspnea. (Fig. 8). Mixed gland 
therapy was started at once, and the mental condition 
seems to be gradually improving. 

Case 5. History: Female child; one month of age; 
born of luetic parents, the mother also having an 
exophthalmic goiter. It has been bottle-fed since 
birth. Previous to the date first seen, except for feed- 
ing disturbances, no abnormal condition attracted the 
attention of the parents. On March 5, 1922, the babe 
suddenly began to choke, and when seen by the writers 
was in a comatose condition. The upright position 
relieved the dyspnea a great deal. In fact the babe 
could not be recumbent at all without becoming 
cyanotic and gasping in breaths with great difficulty, 
and rapidly decreasing frequency. 

Examination: This patient’s condition was prac- 
tically identical with that of Case I. Repetition of 
details are avoided to save time and space. Suffice 
it to say that the x-ray revealed an enlarged thymus. 

Clinical course: Application of radium gave the 
patient relief from its great distress within twelve 
hours, and within forty-eight hours was apparently 
permanently relieved of its dyspnea caused by the en- 
larged thymus. 

Case 6. History: Male child; one year of age; of 
normal growth and development. There has been a 
constant rattling in the chest, with dyspnea for the last 
eight months. It also has frequent attacks of cough- 
ing. 

Examination: A well-developed male infant whos 
every breath is accompanied by an asthmatic wheeze, 
which is quite audible at a distance of five feet. Th: 
radiograph verified our diagnosis of enlarged thymus 

Clinical course: Twenty-four hours after the appli- 
cation of radium, there was a noticeable improvement 
in the child’s breathing. A second x-ray shows a 
marked reduction of the thymic shadow. The ch‘'*’s 
condition is also improved accordingly. 


CONCLUSIONS. 

. Cases of thymic hyperplasia are probably more ire- 
quent than is commonly recognized. 

. Diagnosis of thymic hyperplasia can be established 
by the proper combination of clinical and x-ray 
findings. 

. The majority of these cases are cured, or greatly 
improved by the proper application of radium en- 
ergy. 

. Radium seems to have some advantages over the 
x-ray in the treatment of such conditions. 
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Editorial 


YOUR DUTY, DOCTOR, HAVE YOU DONE 
IT? 

1. Are you more concerned in your own per- 
wnal privileges than you are in your brother 
practitioners ? 

2. How often do vou attend the meetings of 
vour Medical Society? What for? 

‘. Do you assume that the Medical Society 
will extend to you the benfits of the Associa- 
tion without any effort on your part? 

!. Do you realize how much you can do to 
assist your brother practitioners in fighting the 
iite.cces Confronting the profession ? 

5. Lf you do realize it, have you done your part 
in helping to combat the evils? 

Every physician has an inalienable partner- 
‘hip in his medical association; the prosperity 
of the organization rests with each individual. 

It is essential to alert membership that every 
individual has an understanding of the needs of 
the association and a loyalty to carry out its pol- 
ty, and that you give the keenest co-operation 
to your fellow members and the officers of the 
organization. 

When you grasp this spirit then will you be 
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a worthy member of the medical profession and 
will become a contributor te the force that is 
necessary to make the organization serve the end 
for which it was intended. 





WATCH THE CANDIDATES FOR THE 
STATE LEGISLATURE 

The candidates for the Illinois State Senate and 
Assembly are now all out in the open. The elec- 
tion takes place early in November. Now is the 
time for you to begin to get in your work. Find 
out how the candidates feel towards a one stand- 
ard for entrance into the practice of medicine 
and what stand they will take on legislative ques- 
tions that will affect the health welfare of the 
people of Illinois, Let us not send anybody to 
Springfield next month if there is any suspicion 
of their standing in with cultists and who are in 
favor of giving special privileges to any “cult” 
or “ism” so that they may enter the practice of 
medicine in this state by side-door methods and 
who are not possessed of sufficient medical edu- 
cation. Be careful that no candidate is elected 
who is in favor of State Medicine in any of its 
ramifications. Be sure that the candidates whom 
you support are not affiliated with any of the 
long-haired men and short-haired women in the 
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garb of uplifters who are roaming about the 
State seeking those whom they may devour and 
who are seeking an easy method to land on the 
payroll of the State or Nation. 





THE MEDICAL PROFESSION AND THE 
COMING ELECTIONS 

The Public Relations Committee of the Chi- 
cago Medical Society has been holding regular 
meetings for some time past and is now actively 
at work lining up candidates for the fall elec- 
tions. 

The adopted campaign slogan is, “Uniform 
standards in medical education for all who pare- 
tice the healing art.” 

Members of the branch societies are inter- 
viewing all candidates who live in their districts. 

It is to be made plain that the medical pro- 
fession asks nothing but what is for the best in- 
terests of the public. 

What is good for the people is good for the 
doctor. 

All candidates are to be asked to support a 
Uniform Medical Practice Act. 

The people are entitled to the best and must 
be protected from the ignorant. 

The evils of the Sheppard-Towner Bill and 
certain other paternalistic legislation will be 
shown. 

The stand of every candidate and the recom- 
mendations of the Committee will be published 
in the Bulletin in the near future. 

The medical profession will be asked to forget 
party affiliations and to support candidates who 
are favorable to good medical legislation. 

THe Pusiic ReELaATIons COMMITTEE OF 
Cuicaco MEDICAL Society. 





THE HISTORY OF MEDICINE AND SUR- 
GERY OF CHICAGO IS READY FOR 
DELIVERY 
The History of Medicine and Surgery in Chi- 
cago, a volume of 928 pages, with a wealth of 

illustration, is off the press. 

The monument to professional achievement 
in this part of the world, to the building of which 
nearly two thousand members of the Chicago 
Medical Society have contributed by subscrip- 
tion, is now an accomplished fact. 

The creation of such a memorial as this, we 
believe. is unique. We have made permanent 
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our record of achievement. We are presenting 
to the world at large that record in worthy form, 
When the volume is handed to the subscribers 
within the next few days it will bear with it ful 
value thus for the effort and money expended jy 
its production. 

The historical matter, the biographies of men 
and women of the past, records of institutional 
development, are comprehensive and authorita- 
tive. The presentation of living membership 
is voluminous, accurate and indicative of the ut- 
most care in compilation and editing. The many 
hundreds of engravings with which the book is 
embellished are of exceptionally high quality. 
The materials and mechanical production are 
likewise of high excellence. 

A promise has been fulfilled. A work long 
urged and desired has been accomplished. 

The material in this book of 928 pages was 
naturally separated into two parts: History of 
Medicine and Surgery in Chicago, 1803-1922: 
and Physicians and Surgeons of Chicago of To- 
day. 


The historical portion occupies 371 pages, and 


contains biographie sketches and portraits of 172 
physicians, with historical records of Medical 
Colleges, Hospitals, Medical Societies and the 
Chicago Department of Health. The biographi 
sketches of deceased individuals begin with that 
of William C. Smith, who was surgeon of Fort 
Dearborn in 1803. Then follow sketches of the 
other ten surgeons of Fort Dearborn, the last 
being Philip Maxwell, who participated in the 
final abandonment of the fort, December 29, 
1836. Portraits are given of five of these med- 
ical pioneers. 

Then follow sketches of 161 physicians who 
have in some special measure exerted an influ- 
ence on the development of medicine in Chicago. 
There are included “organizers and supporters 
of medical societies ; founders and friends of hos- 
pitals and institutions for the care of the sick, 
unfortunate and aged; and leaders in public 
health activities.” Medical teachers and authors 
and original investigators who have added to our 
stock of medical knowledge are included. \ few 
names are absent which might have been added, 
but the list is most inclusive. 

The histories of the Medical Colleges and Hos- 
pitals are compiled from materials acquired from 
reliable sources, and are accompanied by pictures 
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of buildings. There is a brief history of the Chi- 
cago Department of Health. A lengthy history 
of the Chicago Medical Society, and brief 
sketches of other medical organizations terminate 
the historical portion. 

The second part consists of short biographic 
data with portraits of more than 1,600 living 
members of the Chicago Medical Society, who, 
as subscribers, made possible the publication of 
the historical portion of the book. These sketches 
include date and place of birth, date and origin 
of medical degrees, positions on faculties of med- 
ical schools and hospital staffs, membership in 
societies, military service, and contributions to 
medical literature. 

The publishers are to be especially congratu- 
lated on the fine form of the volume and excel- 
lence of the illustrations. A complete index adds 
materially to the convenient use of the volume. 

Copies of the book may be seen and inspected 
at the offices of the Chicago Medical Society and 
of the publishers, The Biographical Publishing 
Corporation, 311 Chamber of Commerce Build- 
ing. The JourNAL is informed that a very lim- 
ited number of extra copies, comprising the over- 
run merely of the subscribed edition, will be 
available to subscribers at a comparatively low 
figure. Requests for extra copies will be given 
preference in the order of their receipt. 





AND THEY EXECUTED 8,800 DOCTORS 

Just as physicians as a class head the suicide 
lists of the United States, so do physicians as an 
educated class lead in the detailed account of 
the 1,766,118 persons who have been slain in 
Russia since the communists came into power 
by the dread “cheka”; that is the secret admin- 
istrative regime. Figures wired from Riga to 
the London Times on September 2 say: “This 
total of 1,766,118 persons includes 8,800 doctors, 
6.775 professors and teachers, 1,234 priests and 
395,250 other intellectuals . . .” 

That physicians seem to be persona non grata 
at the soviet table the figures that have just been 
cited as coming out of Russia should shock back 
to sanity those doctors in the United States who 
have been trying their level best to sovietize and 
“cialize the profession in this country. 

Those doctors and their cohorts who are 
tealthily letting down the bars for bolshevistic 
tacties to crawl in under the United States flag 


should take down their family Bibles and read 
the Book of Esther once again, digesting thor- 
oughly the history of the man named Haman, 
who built a gallows forty cubits high upon which 
to hang his enemy Mordecai, but who in the just 
course of events found himself “hoist by his own 
petard.” In view of these recent figures from 
the cheka, poetic justice would appear to be well 
on its way towards the ill-advised physicians who 
are trafficking by night with the lures of the 
harpies of the soviet. “They who dig pits shall 
fall therein” might well be remembered by the 
men who are about to betray the science of medi- 
cine for a comparatively small personal aggran- 
dizement and a few fat political jobs for their 
friends and their families. 

Other authorities than the one above cited 
state that the “cheka” has killed more human 
beings than all Russia lost in the great war. The 
sinister significance of a loss of 8,800 doctors in 
a country as short of medical skill as Russia is 
today and where 70 per cent of the population 
cannot read nor write should not be lost on the 
selfish would-be bolshevists of the United States. 
Where false doctrines are concerned, practice and 
theory are divorced very rarely. 

A. Russian woman who has just found refuge 
in this country wrote in the Chicago Tribune 
of recent date: “When on the night of Nov. 6, 
1917, Petrograd and the rest of Russia went to 
bed, little did the people realize that they would 
awake next morning in quite a new world; that 
the old Russia, the civilization of the last three 
centuries, had ceased to exist and was to be from 
now on replaced by an order of things political 
and social which for millions of Russians would 
mean death by a bullet, by starvation and dis- 
ease ; that they would have to pass through moral 
and physical tortures, from which there would 
be no other salvation but a flight from their 
country into life of exile abroad; that Russia 
would be ruled by the bolsheviks, not for a few 
weeks or for a few months, but for years, and, 
going from bad to worse, would soon be utterly 
broken down and present in a short time a land 
where every vestige of civilization would be wiped 
out, and the population dying by millions be- 
cause of lack of the first necessities of life.” 

Syphilis, allied venereal diseases and tubercu- 
losis may be the black and white plagues of the 
world, but surely bolshevism and its offspring 
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are the virus of hell itself directed towards the 
mortal mind and the mortal soul and the genu- 
ine brotherhood of man. 





CUT RATE MEDICAL SERVICE 

The “cut rate medical man” is an evil as de- 
structive to the economic life of the physician 
as is the clandestine prostitute to the neighbor- 
hood morals. 
demanded there is no argument at any time by 
But as to the abuse of charity 
—there is the pinch. It is the abuse, not the 
use, of medical charity that sends many a gen- 
eral practitioner to the wall during his foreshort- 
ened life and to a too early grave from incessant 
worry over lack of money. There was a ‘case 
brought to the attention of this office during 
the summer where the complaining doctor was 
a man whose letter will bear requotation here 
and who said: 

“Case No. 1. Woman, 30 years, stenographer, 
no dependents, salary $35 per week, was treated 
for three months by a physician, during which 
time she was taken ill in her room, where this 
physician visited her twice and from where he 
took her to the hospital in a taxi at his own ex- 
pense; at the hospital he visited her for a week 
and when she was out of the hospital she re- 
turned for office treatments. For all of this— 
about 30 office visits, about 6 hospital calls, 2 
house calls and the taxi—he charged her only 
$20. Later she went to another physician who 
refused to treat her except for cash and at a 
fair rate of recompense. This woman wore a 
sweater that had cost at least $30 as a portion 
of her apparel, and her small purse must have 
been at least a $25 one.” 

Now what kind of precedent had the first 
physician set ? 


As to genuine charity where it is 


any physician. 


PHYSICIANS IN CONGRESS 

The National Health Council bulletin 
nounces that of the 531 members of both houses 
of Congress, only eight are medical graduates. 
The great majority of the legislators are lawyers 
and two of the eight physicians are likewise mem- 
bers of the bar. The medical men in the Senate 
are Drs. Lewis H. Ball, of Delaware, Joseph I. 
France, of Maryland; in the House of Repre- 
sentatives they are Drs. John Jos. Kindred, of 
New York, Caleb R. Layton, of Delaware, Ladis- 
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las Lazaro, of Louisiana, Archibald E. Olpp, o: 
New Jersey, John Wm. Summers, of Washing- 
ton, and Lester D. Volk, of New York. 

these are Republicans and two Democrats. 


SIX ol 





THE HARVARD MEDICAL SCHOOL, 
PROGRAM IS VERY AMBITIOUS 

We are in receipt of a copy of the prospectus 
of the new department at the Harvard Medica! 
School called “The Department of Publi 
Health.” The program is very ambitious. Some 
things that are considered now public health were 
formerly considered matters of private health, 
and we are wondering if this new scheme which 
is being financed by the Rockefeller foundation 
but which the Dean of the Harvard Medical 
School, Dr. Edsall, said in public meeting, has 
no restrictions put upon it by the foundation, is 
another attempt to nationalize the profession. 





NOW IT IS THE SUPER-WOMAN NURSE 
WHO IS TO SUPERSEDE THE DOCTOR 

The recommendations of the Rockefeller nurs- 
ing committee which organization is trying to 
gain a foothold in Michigan and in our estima- 
tion ultimately to submerge the medical profes- 
sion and completely supplant the garden variety 
physician by the “super-woman nurse” whi is to 
tell the people, when they need medical aid and 
then call on the doctor for it. Our old German 
friend Nietzsche had nothing on the secretary 
of the Rockefeller nursing committee for ego. 

We note with chagrin that the chairman of the 
Rockefeller nursing committee, the secretary o! 
same and another member of the committee ap- 
pear on the letter-head of the American Associa- 
tion for Labor Legislation (the old Health In- 
surance organization) as members of the ad- 
ministrative council. C. A. E. Winslow is chair- 
man, Josephine Goldmark is secretary, and Miss 
Mary Beard is a member of the committee. [oes 
it show that our old enemies, the advocates 0! 
Compulsory Health Insurance, are playing po- 
sum ? 





IS IT POSSIBLE THAT ENGLANI IIAs 
NOT HEARD OF CHIROPRACTIC: 
The Editor of the Journal of the 
Medical Association says that the chiropractor* 
schools are so numerous in Fort Wayne that it !s 
difficult to keep track of them, and that the chire- 
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practic signs outnumber the signs of all the real 
doctors put together. 

The editor comments on the question of medi- 
cal education in Great Britain. We quote him 
as follows: 

The British Medical Journal, in launching a cam- 
paign to better the personnel of the medical profes- 
sion, makes the statement that “No one should think 
of entering this profession who is unprepared to 
spend $75,000 on his medical education.” Is it pos- 
sible that England has not heard of chiropractic for 
the cure of all diseases and ailments from cancer to 
chicken-pox, the science of which cult can be learned 
in from three to six months, at a cost not to exceed 
$100! Why spend $75,000! England indeed is “be- 
hind the times” if she still believes in long medical 
courses covering physiology, anatomy, bacteriology, 
histology, pathology, etc., etc., when such knowledge 
is entirely superfluous and all that is necessary is a 
little exercise and training of the fingers to “manipu- 
late” the vertebrae for the cure of any and all dis- 
eased conditions! Someone should advise the British 
Medical Journal of its terrible error in making such 
a statement. 





RESOLUTIONS ON THE DEATH OF 
DR. C. W. LILLIE 


At the September meeting of the council of 
the State Society, September 11, 1922, a commit- 
tee was appointed to draft appropriate resolu- 
tions on the death of Dr. Lillie, East St. Louis, 
Illinois, late Councilor of the Ninth District. 
The committee submits the following: 

Wuereas, In the furtherance of His all-wise 
plan, our God has raised our friend and colleague, 
C. W. Lillie, to the higher service of His own 
purpose; and ; 

Wuereas, Though we bow with reverence to 
the will of our Creator, we are deeply conscious 
of loss which earth cannot regain ; therefore 

Be It Resolved, That the minutes of the Coun- 
cil of the Illinois State Medical Society contain 
this record, our memorial tribute to an esteemed 
co-worker, Dr. Charles W. Lillie, Councilor for 
the Ninth District, who died on August 31, 1922. 
We record the passing of a man who lived for 
others; a long life of earnest and untiring zeal, 
through which the brilliant light of faith in his 
fellowman persisted to the end. Inexhaustible 
energy, efficient service, loyalty, and faith marked 
the work of Dr. Lillie for the best good of his 
profession and its society and for the people of 
his state and of the community in which he lived. 

Be It Further Resolved, That a copy of this 
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appreciation of our loss be sent, in a spirit of 
mutual bereavement and of sympathy and under- 
standing, to Mrs. Lillie and also that it appear 
in the columns of the ILLINoIs MeEpIcAL 
JOURNAL, SLOAN, 

NELSON, 

CHAPMAN, Committee. 





SOME IDEA OF THE COMPETITION 
DOCTORS ARE EXPERIENCING 
Hanpbep Out BY THE NEW YorRK DEPARTMENT 
or HEALTH 


According to the Glass Container for May, 
1922, published by the Glass Container Associa- 
tion of America, 70 Fifth Ave., New York City, 
the following list of non-medical practitioners 
was furnished their representative by the New 
York Department of Health: 


LIST OF NON-MEDICAL PRACTITIONERS 


. Osteopathy .............. Skeletal adjustment 
, Cieiropractic 2.2... ccccese Spinal columnar treat- 
ment 
. Massage Circulatory stimulation 
. Christian Science Faith (goodness) healing 
. Hydrotherapy ........... Steam and water baths 
. Mechanotherapy ........ Skeletal adjustment 
. Neurotherapy Vasomotor nerve treat- 
ment 
Hot air or mud baking 
Back-to-nature practice 
. Suggestotherapy Allied with hypnotism 
. Hypnotism Invoking of occult powers 
EE dasonuncansaes . Allied with hypnotism 
3. X-ray Treatment 
. Physicists’ Treatment .... 
. Liver Pad Treatment .... 
. Food Specialists 
. Indian Remedies 
. Electrical Belt Treatment. 
. Rejuvenators 
. Dermatological Institute.. 
. Serum Laboratories ..... 
. Men’s Specialists 
. Anatomical Museums.... 
. Fountain of Youth 
. Society of Universal 
Science 


. Calorotherapy 
. Naturotherapy 


Goat-lymph injection 


Theoretical cure by hu- 
man electricity in body 


Of these, No. 1, osteopathy, is the only licensed 
class. Nos. 2 to 12 inclusive, so we were in- 


formed, if considered generously, have been 


proved to possess more or less merit in effecting 
cures, 

According to the American Medical Directory 
of 1918, there are 15,877 physicians in New York 
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State and 9,361 in the five boroughs of New 
York City. According to Dr. Leigh of the Chiro- 
practic Bureau of Information, there are 2,500 
chiropractors alone in New York State and 1,500 
in the five boroughs of New York City. 
figures will give some idea of the 
which the doctors are experiencing. 


These 
competition 





THE PRACTICE OF MEDICINE BY THE 
CLERGY 

According to Dr. Egbert H. Grandin of New York, 
a movement has been inaugurated for the purpose of 
legalizing an alleged method of curing disease by the 
laying on of hands according to the methods employed 
by Mr. Hickson. 

The champion of this movement is the Bishop of 
New York. He is reported to have given Mr. Hickson 
every opportunity to demonstrate his methods when 
he, the Bishop, was Rector of Trinity Church. If this 
report is true it is time for the medical profession to 
put aside its conservative attitude and take the field in 
a campaign of opposition to any plan which seeks to 
deceive the people. Physicians have been reluctant to 
enter upon any controversy involving the application 
of religious faith in the cure of disease through mysti- 
cism, for physicians as a class share with the great 
majority of mankind a profound respect for true re- 
ligion and so far as religious teaching and practice are 
applied to the spiritual and moral nature, extend 
encouragement and support. But the profession as a 
body understanding the behavior of those diseases 
which have a recognized pathology, would resent the 
impious assumption that the operation of natural laws 
can be suspended by methods which appeal to the 
emotions rather than to reason. If it could be shown 
that the Deity is disposed to suspend the known laws 
of disease, physicians would forsake their arduous 
tasks and enter the orders of the Church, but expe- 
rience has demonstrated that certain diseases are in- 
exorable and do not respond in any great degree to 
the mental or moral attitude of the sufferer. It is, of 
course, generally conceded that functional conditions 
can be materially modified or a cure effected through 
changing the mental attitude. If this phase of treat- 
ment is recognized and given its proper application, the 
psychic effects of good counsel and the encouragement 
extended by a dominating personality have their proper 
places. 

Some years ago, the movement in Boston which had 
for its objective the bettering of physical and mental 
disorders logically employed medicine as its coadjutor 
and whenever it was found that an organic disease was 
suspected a physician’s advice was sought. This latter 
movement was misinterpreted and criticised. It did 
not seem to accomplish all that was expected of it by 
its supporters, although the motives were good and the 
practice free from unsound methods. 

It is still in operation and is endorsed by physicians 
and patients. It is respectfully suggested that Dr. 
Grandin is in error in placing this local effort in the 
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same class with the plan advocated by the Bishop of 
New York. 

In distinction to the Boston movement many theories 
and practices relating to morbid condition which have 
been exploited from time to time, unless founded on 
scientific knowledge and applied by competent physi 
cians, have been abandoned. The hectic flush of over- 
enthusiasm has too often preceded dissolution. 

The clergy will hold their position of influence so 
long as they deal with the problems of ethics and 
religion, but diseased minds, as well as bodies, must in 
the end be presided over by painstaking and com- 
petent physicians. The people must beware of fals 
teachers, even though they are in high places.—Boston 
Medical and Surgical Journal. 





TOO MUCH MEDDLING A MENACE 


Miss Y., one of those young and ardent spirits who 
has loved not wisely but too well, leaves her home in 
Oshkosh (her home wasn’t in Oshkosh, but Oshkosh 
will do) to come to Wilmington, where, in the home 
of friends the disgrace of her confinement may be kept 
a secret. Poor girl, little did she know what she was 
getting into. As soon as the birth was reported to th 
3ureau of Vital Statistics, the information, absolutely 
contrary to the explicit wording of the law, was turned 
over to the Child Welfare Commission, who sent their 
nurse to help keep it clean, take its temperature, record 
its weight, etc., ad nauseam. The mother didn’t want 
anybody butting in, but she was young and inexpe- 
rienced, so she had given her right name to the doctor, 
and later, to the nurse, on inquiry, her correct home 
address also. The nurse explained afterwards that 
she “was glad to have the full data, so that the wel- 
fare people in Oshkosh could look out for her when 
she went back home.” Poor mother, to be hounded 
in Oshkesh about having an illegitimate baby, the very 
thing she came to Wilmington to escape. Does the 
word “welfare” fit into this case anywhere? How can 
this poor unfortunate go back to Oshkosh now? Yet, 
no doubt, her-record is already in Oshkosh; perhaps 
the “welfare” worker has called at the home address 
and asked about the baby. Do you think the girl’s 
parents can stand the shock? We hope so, but to our 
minds the crying shame, the big sin in this case is not 
that of the unmarried mother, but the illegal bandying 
about of official information. Who is to blame for 
this? And who will help to stop it?—Delaware State 
Medical Journal. 





NEW REGULATIONS FOR PRESCRIBING 
LIQUOR 
To Federal Prohibition Directors and Others 
cerned: 
2. Section 69 of Regulations 60, as amended, 
iyrther amended to read as follows: 
PRESCRIPTIONS ON OFFICIAL BLANK 
(c) Liquor may be sold as such on prescription onl) 
when and if the prescription is written on an official 
blank, Form 1403, and otherwise conforms to the 
requirements of Article XIII as amended, including 
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the requirement that the name of the druggist shall 
be written on the prescription in the physician's hand- 
writing (italics our): Provided, however, that emer- 
gency prescriptions conforming to Section 77 (f) may 
be filled. A pharmacist employed by any person other 
than a retail druggist may not fill prescriptions for 


liquor. Every pharmacist must, at the time of filling 


a prescription for liquor, indorse on the prescription 
over his signature the word “Cancelled,” together with 
the date the liquor is delivered. The druggist must 
preserve in a separate carefully guarded file each pre- 
scription so filled. 


POSSIBLE VIOLATION—NO REFILLS 


(d) No prescription may be filled which does not 
conform to the limitations set out in Section 77 (b) 
as amended. A prescription for liquor should not be 
filled if the druggist or pharmacist has a reason to 
believe that the patient would thereby (on prescriptions 
from the same or different physicians) secure a quan- 
tity of liquor in excess of the amount permissible 
under said Section 77 (b). A prescription written by 
a physician for his own use should not be filled. A 
prescription for liquor may not be refilled. 

LABEL ON CONTAINER 

(e) In every case where liquor is sold on a phy- 
sician’s prescription, there must be affixed to the im- 
mediate container thereof a label showing the follow- 
ing : 

Serial number of prescription blank. 

Name and address of the retail druggist. 

Name of the patient. 

Name of the physician. 

Kind and quantity of intoxicating liquor. 

Proof, if liquor is spirituous, if vinous, the per- 
centage of alcohol. 

7. Date prescription is filled. 

8. Directions for use. 

LIQUORS USED IN COMPOUNDING 

({) Distilled spirits, wines or alcoholic medicinal 
preparations fit for beverage use may be used by a 
retail pharmacist, or a retail druggist acting through 
a pharmacist employed by him, in compounding medi- 
cinal preparations on physicians’ prescriptions or other- 
wise, subject to the quantity limitation of Section 64. 
lf such medicinal preparation is compounded for stock, 
contains no more alcohol than is necessary for extrac- 
tion, solution and preservation, and is unfit for bever- 
age use, it may be sold for medicinal purposes only 
without the necessity of receiving a permit to purchase 
or a prescription on Form 1403; but if such prepara- 
tion compounded for stock is fit for beverage use, or 
contains more alcohol than is necessary for extraction, 
solution and preservation, it may be sold only (1) 
pursuant to prescription on Form 1403, or (2) pur- 
suant to and upon receipt of permit to purchase, Form 
1410 A, 


PRESCRIPTIONS NOT REQUIRING OFFICIAL BLANK 
(g) The prescription for a medicinal preparation 
unfit for beverage use need not be written on the 
official blank, Form 1403, even though potable distilled 
spirits (whiskys, rum, gin, brandy, etc.) or wine is 
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to be a component part of the prescribed compound, 
but the person or persons filling such a prescription 
(including both the pharmacist and druggist, when the 
pharmacist is employed by the druggist) will be held 
strictly accountable for the sufficiency of the medica- 
tion to render the compound unfit for use for beverage 
purposes, and such a prescription may not be filled 
unless the pharmacist (or the pharmacist and druggist 
where the pharmacist is employed by the druggist) is 
entirely satisfied that the compound is unfit for such 
beverage use. Furthermore, on any such prescription 
the physician must have shown the name and address 
(including the state and city or other local designation, 
and the street and number, if any) of (1) the patient, 
(2) the physician, and (3) the pharmacist (or retail 
druggist acting through the pharmacist) filling the 
prescription. 

(h) The prescription described in paragraph (g), 
containing potable distilled spirits as a component part 
thereof, may not be refilled; when filled it shall be 
cancelled, filed in a separate file, recorded, reported, 
etc., in the manner described in paragraph (c) and 
elsewhere in the regulations with respect to official 
prescriptions. 

REDUCING PROOF OF LIQUOR 

(i) The proof of liquor used either in filling pre- 
scriptions for liquor as such or as an ingredient of a 
compcund shall not be reduced by the druggist either 
before or at the time of filling, except as indicated by 
the prescription, and except that spirits other than 
alcohol may be reduced to 100 degrees proof, and at 
the time the prescription is filed alcohol may be re- 
duced to any appropriate proof. 

+ SPECIAL TAX 


(j) Retail druggists or pharmacists seiling intoxi- 
cating liquors as such or compounds fit for beverage 
use, whether upon physicians’ prescriptions or other- 
wise, are required to pay special tax as liquor dealers 
under the internal revenue laws, and to keep special 
tax stamps conspicuously posted. 

3. Section 77 of Regulations 60, as amended, is 
further amended to read as follows: 

WHO CAN PRESCRIBE? 

Sec. 77 (a) A physician who has filed application, 
Form 1404, and obtained a permit to prescribe intoxi- 
cating liquor, as provided in Article III, may prescribe 
distilled spirits, wines or such alcoholic medicinal 
preparations which are fit for use for beverage pur- 
poses as are authorized to be manufactured by Article 
XI, for a person upon whom he is in attendance, if 
after careful physical examination of such person (or 
in a case in which such examination is impracticable, 
upon the best information obtainable) the physician 
in good faith believes that the internal or external use 
of such liquor as a medicine by such person is neces- 
sary and will afford relief to him from some known 
ailment. A physician who does not hold a permit to 
prescribe may not issue such a prescription. 

LIMITATION ON PRESCRIPTIONS 

(b) No prescription may be issued for a greater 

quantity of liquor than is necessary for use as a medi- 
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cine by the person for whom it is prescribed in the 
treatment of an ailment from which such patient is 
known by the physician to be suffering. No prescrip- 
tion shall be issued for internal or external use by any 
person within any period of ten days for (1) more 
than a pint of spirituous liquor, (2) any vinous liquor 
which contains more than 24 per cent. of alcohol by 
volume, (3) more than 1 quart of vinous liquor, or 
(4) any such vinous or spirituous liquor, or both vinous 
and spirituous liquor containing more than one-half 
pint of alcohol. 

(c) Physicians are not permitted to write prescrip- 
tions for intoxicating liquor for their own use, or to 
use any liquor procured upon prescriptions issued by 
them. Liquor procured upon prescription may only be 
used for medicinal purposes by the person for whom 
prescribed and may not be sold or otherwise disposed 
of by him. 

OFFICIAL RLANKS 

(d) Prescription blanks, Form 1403, are issued by 
the commissioner in serially numbered books of 100 
blanks each, and may be procured free of cost from 
the director by any physician holding a permit to pre- 
scribe. The blanks are engraved on specially designed 
water-marked paper, the serial number of the book 
being shown on each form and also each form being 
serially numbered from 1 to 100 within the book. Not 
more than one prescription book shall in any case be 
issued or furnished by the director to the same physi- 
cian at one time, nor shall more than one book be 
issued during any period of ninety days unless the 
physician shall show to the satisfaction of the Com- 
missioner of Internal Revenue, in the manner herein- 
after provided, that for some extraordinary reason 
additional prescription blanks are necessary. 

NEW BLANKS 


(e) If the physician has exhausted a book issued to 
him or it is apparent that the number of blanks re- 
maining therein will not be sufficient to meet his legiti- 
mate needs during the period of ninety days from the 
date of receipt of the book, and in the opinion of the 
physician an extraordinary cause renders necessary the 
furnishing to him of more prescription blanks during 
such period, he may file with the director of his state 
an application addressed to the Commissioner of Inter- 
nal Revenue, for additional blanks, supported by a 
verified statement of the extraordinary cause believed 
by him to exist, and any other evidence he may see fit 
to submit. The director will investigate the circum- 
stances set forth by the physician as warranting the 
issuance of additional blanks, and will promptly for- 
ward the documents received from the physician to the 
Prohibition Commissioner with the director’s recom- 
mendation of approval or disapproval of the applica- 
tion of the physician for additional blanks. If the 
Commissioner of Internal Revenue shall find upon such 
written application and recommendation that the physi- 
cian is entitled to additional blanks, the Prohibition 
Commissioner will advise the director accordingly, and 
the director shall thereupon issue the additional blanks 
to the physician. 
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EMERGENCY PRESCRIPTIONS 


(f) No physician shall issue any prescription for 
liquor not on the prescribed form, and no druggist 
or pharmacist shall fill such prescription, except that 
in the case of an epidemic or a sudden and unforeseen 
accident or calamity, a physician holding a permit to 
prescribe may issue a prescription for intoxicating 
liquor upon a form other than 1403 where failure to 
issue such prescription might result in loss of life or 
intense suffering, but such a prescription shall describe 
fully the accident, calamity or circumstances constitut- 
ing the emergency because of which the unofficial blank 
is used. Such emergency prescription must be pre- 
pared in duplicate and reported each month to the di 
rector as provided in paragraph (g). All prescriptions 
for liquor, whether on the official blank or otherwise, 
must be written in duplicate, both copies signed by the 
physician, and must contain all the data called for on 
Form 1403, ‘ 

STUB OF BLANKS 

(g) The prescription blanks issued by the commis- 
sioner are printed with stubs attached, the stub of th: 
blank being a duplicate thereof. The books containing 
the stubs or duplicate copies of prescriptions issued on 
Form 1403 must be returned to the director from whom 
secured immediately upon the last prescription blank 
contained therein being used, or earlier if so directed 
by the commissioner or director. Any unused, muti- 
lated or defaced blanks remaining in the book (or in 
the possession of the physician) must be returned 
therewith. The duplicate copies of prescriptions writ- 
ten on other forms in emergency cases must be for- 
warded to the director at the end of the month in 
which issued. In all cases blanks, Form 1403, must be 
used in the order of the serial numbers printed thereon. 

(h) Before issuing any book of physicians’ pre- 
scription blanks, a director may, whenever it is deemed 
advisable, have stamped across each blank in the book 
with a rubber stamp, the name of the state in which 
the book is issued. When prescription books so stamped 
are lost or stolen, it will be necessary to issue warn- 
ings only throughout the state in which the books were 
issued. 

(i) A prescription for a medicinal preparation unfit 
for beverage use need not be written on the officia! 
blank, Form 1403, but such a prescription must con- 
form to the limitations of Section 69 (g) as amended. 
The physician need not write such prescription in dup- 
licate, and is not required to keep a record thereof 
other than such record as he keeps for other prescrip- 
tions pursuant to local law or practice. 

PERMANENT RECORDS 

(j) Every physician who brescribes intoxicating 
liquor is required to keep in book, Form 1402, a record 
alphabetically arranged of every prescription for in- 
toxicating liquor issued by him, showing the date of 
the prescription, the amount and kind of liquor pre- 
scribed, the name and address of the patient to whom 
issued, the purpose or ailment for which prescribed, 
and the directions for use thereof, including the amount 
and frequency of the dose. 

(k) The director should check all copies of pre- 
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scriptions returned to him, for the purpose of determin- 
ing whether any physician is violating the terms of the 
permit issued to him, or whether any person is pro- 
curing through one or more physicians excessive quan- 
tities of liquor. 

(1) All returned books, Form 1403, should be 
rumerically filed by the director. 

D. H. Barr, 
Commissioner of Internal Revenue. 





MEDICINE IN 1950 


ETHER AND LAVENDER 
THE TREND OF MEDICINE 
Time, 1950 
(Suggestions for Ads., for Dept. Stores and Chain, 
5 and 10s) 
Slogan, 
“Consult Our Doctors and Take Treatment” 

See our list of desirable tonics and cough cures— 

A variety of colors and flavors. 
Guaranteed to Please. 

Our medical department cannot afford to be over- 
looked. Get our terms and see our specialist.—You 
cannot get lower. 

You can be X-rayed, spectacled, splinted, osteo- 
pathed, chiropracted, massaged, dosed and bossed at 
attractive rates—3d aisle, right, in the (a) basement. 

Leave or send your mouth-measure for a full set of 
false teeth with Hamburger attachments. 

All mail orders promptly filled. 


Why delay? See us and discover your ills. Don’t 


remain in crass ignorance and set the whole house in 
an uproar by falling down stairs and breaking your 
neck at the age of 92, when by consulting us, it can 
be made easier for everybody by passing away at an 
earlier and probably more convenient time in bed. 


Staff cabaret and _ entertainment Tuesday 


evening. 


every 


R. I. Med. Jour., Nov., 1921. 





IS THE PRESS AGAINST US? 

It used to be the pleasure of the secular press to 
take an occasional fling at the medical profession, 
aiming their shafts at this or that shortcoming of 
medical science, or at this or that medical man. Time 
was when such attacks occasioned very little notice— 
they were read by relatively few, digested by fewer 
still, discussed by still less, and acted on by prac- 
tically none. But times have changed, and it be- 
hooves our honored profession to take cognizance of 
this fact. The World War was not merely a military 
cataclysm, it was the turning point in all history of 
economic and social theory and practice. It is safe 
te say that nowhere in the whole world will conditions 
eventually emerge on a firm basis in exactly the same 
detail or proportion as before. New conditions have 
arisen, and many of the old ones demand a newer 
and better solution. In this transitional period class 
consciousness has been developed to an amazing de- 
gree, and the signs are not lacking that certain groups 
or classes aim to accentuate this feeling still further. 
Naturally the chief voice in any issue, campaign or 


EDITORIAL 313 


propaganda is the voice of the public press, and to 
judge by the utterances of part of the press in their 
espousal of certain classes, we propose the question: 
“Is the public press against the medical profession?” 

From a personal standpoint, medical men as a class 
can have little or no grievance against the press. Our 
personal exploits, travels, social doings, etc., get as 
much notice as do the same activities in others. Be- 
sides, our professional advances and adventures ac- 
tually suffer from publicity; from too much space; 
with the seemingly inevitable characteristic of inac- 
curacy. As a matter of fact, nothing that a newspaper 
prints is quite so ridiculous as its layman’s report of 
a medical subject. Nothing in the whole realm of 
journalism illustrates more aptly Pope’s lines: 

“A little knowledge is a dangerous thing; 

Drink deep! Or touch not the Pyerrean spring.” 

Indeed it were well should all editors be required 
to hold the degree of M. D. We assure them they 
would learn many things besides the mere recognition, 
treatment and prevention of disease! 

The question proposed, then, does not concern the 
news columns, but applies to the editorial page, whose 
columns all too frequently refer in unfriendly terms 
This brings us back to the 
Medical men, the press 


to the medical profession. 
subject of class consciousness. 
insinuates, desire to be in a class to themselves. We 
are in a class to ourselves; we do not deny it; we do 
not excuse it; rather in a negative way, we glory in 
it as being first, the only class in the world that per- 
sistently endeavors to restrict its means of livelihood, 
by eliminating disease, and, second, the only workers 
to be found anywhere who contribute one-third of 
their time, energy and skill to mankind, without pay! 
Imagine the lawyers letting the public get away with 
one-third of their services without pay! Or _ the 
corner grocer; or the coal dealer; or the telephone 
company; or anybody. 

Now, class consciousness of this type, instead of 
being archaic and reprehensible, seems to us to be very 
commendable, but the press seldom if ever mentions 
those little things, or makes any effort to better the 
lot of the harried physician. On the contrary, as the 
mouthpieces of the proletariat (in other words, the 
majority of their subscribers) they take it for granted 
that the supreme effort of the profession is, or should 
be, to contribute even more. We are to make this 
contribution by assisting at ridiculously low or no pay, 
any and every alleged uplift movement; by voicing 
no protest when the practice of medicine is assumed 
by nurses; by remaining silent when medical ethics is 
knocked into a cocked hat, and by miscellaneous other 
maneuvers. 

This, we contend, is a gratuitous assumption; we 
simply must make a living! In olden days the physi- 
cian charged no fee, but was paid an honorarium in 
accordance with the patients’ means. This was all 
very well for that time, especially when we ponder 
over the fee of $100,000 paid to Rhazes, the famous 
Arabian physician, by the Caliph of Bagdad, for one 
illness. Times have so far changed that the physician 
must expect remuneration on a more or less fixed 
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standard for the service rendered, and it is just here 
that the class consciousness of the medical profession 
shows its only baneful effects, and on the profession 
at that; for our one-third charity makes us the easy 
marks for a large proportion of the other two-thirds, 
of whom we do expect pay, and from whom we should 
receive pay. But since we so often do not, we may 
here parenthetically reiterate the truism that medicine 
is fast becoming a rich man’s game, and that in an- 
cther generation only the sons of the wealthy can 
aspire to a medical education and independent prac- 
tice! To hang out your shingle with its glittering 
M. D. costs you two years in college, four years in 
medical school and one year in hospital interneship, as 
the minimum, all of which has been computed to repre- 
sent an economic investment of well over $25,000. This 
is the overhead expense under which the medicus starts 
work. The interest on his investment is $1,500 per 
annum, and till he has collected this sum he has not 
one cent of profit, and yet many a doctor forgets all 
about overhead when he figures his profits, and con- 
siders his gross collections, less his office rent, tele- 
phone and other current professional expenses, as his 
net. What damnably rotten business men we are! 
What has all this got to do with the daily press and 
its relation to our profession? Simply this: The 


daily press doesn’t know what it’s talking about, and 
the rambling remarks of the foregoing lines are in- 
tended to sketch in a little background, so that we 
can tell them what is on our mind. The press, as 
aforesaid, champions all alleged public benefit proposi- 


tions, because the proponents say their scheme, agency 
or bill will do this or that for the poor people. And 
what they champion is something that the medical pro- 
fession either can not, or will not, give to those who 
can not pay their way; at least, so say the reformers. 
This unquestioning advocacy of any and all such 
schemes, whether fathered by long-haired men or 
mothered by short-haired women, merely because the 
aims seem worthy, is unfair to the medical profession. 
Let the omnipotent and omniscient editors of our daily 
press come forward and cite the actual cases of the 
poor who are turned down by physicians just because 
they could not pay; the cases that are always stuck 
up as being the reason for this or that bill, clinic, 
dispensary, center or what not. The doctors, with few 
exceptions, do the very things that all these movements 
claim they will do, and we contend they do them 
better and, in the last analysis, cheaper. 

A local daily, in an inspired editorial, recently ad- 
monished the profession to beware, and place no ob- 
stacle in the way of the Child Welfare work, asserting 
that “this movement was bigger than the medical 
profession!” Is it? Is any movement whose very 
life depends upon physicians bigger than the profes- 
sion that furnishes physicians? Is a part greater than 
the whole? It is to laugh! And the editor of said 
daily wants to turn over; he’s snoring! And yet this 
editorial is only typical of many similar ones that have 
come to our notice. The catch phrase “child welfare” 
strikes a responsive chord in every normal person’s 
heart and mind, and most of us doctors are normal. 
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The managers of this particular movement make the 
avowed statement that theirs is to examine and not t 
treat. (This hoax is getting threadbare.) In spite 
of the fact that their legislation provides only for the 
guidance of the well child, and has nothing to do with 
treatment for the sick one, the press seems to think 
that weighing the well child by the commission’s nurs: 
is more important, is “bigger,” for example, than the 
doctor’s treatment of the typhoid in the father why 
feeds and clothes the child. Can you beat it? 

Fhe same general press support of the maternity 
bill, which is for propaganda alone, and not one cent 
of whose funds can be spent for treatment, has illus- 
trated very forcibly the point we make. We, the 
medical profession who deliver the women, are scolded, 
scoffed at and reviled, because we object to the waste 
of public money that takes place whenever a bunch of 
fanatic old maids hire a hall and try to tell our 
womanhood when, where and how to have their babies! 
And, after that, how to raise them! Of course, it is 
all wrong, but a cowardly Congress afraid of the 
female vote, having passed the bill, the job-hunting 
she-preacher mounts her rostrum, and the party is on, 
with the press shouting, “Alleluiia, it’s a boy!” in one 
column, and damnation to the medical profession in 
the next. 

Other bills, other movements, might be mentioned, 
but why prolong the agony? The patent fact remains 
that the medica! profession has lost caste with the 
daily press; it may be we have lost caste with th 
public, though that does not yet appear, on the surface 
at least. The press seems to feel that we are opposed 
to movements aimed at the public weal, and for selfish 
reasons; this is unfair to us, for it is manifestly not 
the truth. We, alone, are working to cure disease, 
and to prevent disease, whether we get paid or not. 
When it so freely prates of medical opposition to the 
public good, the press is supporting the bulk of its 
readers in their increasing forgetfulness in medical 
financial matters and holds us up as a class all of 
whom make fine incomes and hence should sacrifice 
still more. The sad truth is that, according to official 
government figures, the average cash practice in medi- 
cine in this country yields $800 per annum, a sum 
scorned by butchers, blacksmiths, milkmen, ete.—Dela- 
ware Medical Journal, 





CANCER AND THE KITCHEN 

Cancer originates in the kitchen, according to Dr. 
Frederick William Alexander, a London health officer, 
in a report on cancer, its cause of prevention. Dr 
Alexander’s report is issued to allay general nervous- 
ness in England over the fact that deaths from cancer, 
at present over 40,000 annually in England and Wales. 
are rapidly increasing. This increase he explains as 
due to the “refinements” of modern cooking. Culinary 
art, which is the pride of our epicurean generation, 
is set down as man’s worst enemy in this particular 
respect and, according to the London authority, to 
boast of a French chef is the equivalent of bragging 
about a hangman as one’s best: friend. Cancer in its 
most common form, Dr. Alexander points out, is due 
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to a deficiency of potassium salts in the body. This 
deficiency has been increased of late years with the 
advance of the art of cooking, which pleases the palate 
at the expense of the individual’s well-being. The 
“refinements” of the culinary experts generally in- 
volve improper cooking methods which allow the 
potassium, the essential constituent of bodily tissue, to 
escape down the drain instead of being retained for 
the table. The result is a feebler resisting power to 
the disease. Dr. Alexander, in scouting the theory 
of heredity in cancer, puts forward the interesting con- 
tention that, if the disease seems to persist from 
generation to generation, it is because the cooking 
methods of one generation are passed down to its suc- 
cessors. He suggests that steaming instead of coox- 
ing will preserve the necessary potassium.—A merican 
Medicine. 





FLUMERIN—A NEW MERCURIAL FOR THE 
INTRAVENOUS TREATMENT OF 
SYPHILIS 
This paper by Edwin C. White, Justina H. Hill, 
Joseph Earle Moore and Hugh H. Young, Baltimore 
(Journal A. M. A., Sept. 9, 1922), deals with a new 
soluble mercurial drug of low toxicity and of re- 
markably nonirritating character when injected in- 
travenously. The complete chemical name—hydroxy- 
mercurifluosescein—has been shortened to flumerin. 
This drug is said to be effective in eradicating experi- 
mental syphilis in rabbits in doses which are well 
tolerated. Even in large doses, it causes little or no 
clinical injury to the kidneys of animals. In ninety- 
six human cases, definite proof of its value as an anti- 
syphilitic drug has been given. Doses containing from 
eight to twenty times the amount of mercury present 
in the therapeutic dose of other mercurial drugs com- 
monly used intravenously have been given with im- 
punity, and the maximum dose which may be employed 
serially in the human being has not yet been deter- 
mined. The therapeutic effect of the drug has been 
shown in primary, secondary and tertiary syphilis by 
the resolution of lesions and the reversal of positive 
blood Wassermann reactions. The number of cases 
treated is sufficient to demonstrate that this mercurial 
is of value, but is too small to permit the allocation 
of the drug to a definite place in the therapy of syphilis. 





UNRELIABLE COLLECTION AGENCIES 


Some weeks ago THE Journat published in the 
Propaganda Department two short articles, each deal- 
ing with a collection agency about which complaints 
from physicians had been received. These articles, 
apparently, stimulated many physicians who had had 
unpleasant experiences with these nd other collection 
agencies to write to THE JourNAL. From these 
reports it seems there are two tricks practiced by cer- 
tain agencies that are especialy exasperating. The 
first is that of incorporating in a long and verbose con- 
tract a clause, easily overlooked by the physician, to the 
effect that, should the physician wish to withdraw any 
of the accounts he has turned over to the agency, he 
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must pay the agency the full commission on each 
account. Letter after letter has come in, from physi- 
cians who have signed such contracts, complaining that 
their delinquent patients have been bombarded with 
crude form letters which have simply aroused ill feel- 
ing to the point where the physiacian would rather 
cancel the debt than continue “dunning.” He finds, 
however, that he cannot do so without paying to the 
collection agency an amount in cash equal to the com- 
mission this agency would have received had it 
enforced payment in full of the account. Another 
scheme that is much resented by physicians is that of 
obtaining accounts under false representations. A 
representative of a collection agency comes into town 
and assures the physician that his company does 
personal collecting and states, or leads the physician to 
infer, that the entire busines of collecting the old 
accounts will be done by a representative of the agency 
through personal solicitation. After the accounts have 
been turned over the physician finds, to his cost, that 
the concern employs the usual series of stock dunning 
letters, most of them of such a character as to arouse 
resentment in the debtor rather than cause him to 
settle his account. There is no recourse, however, 
because the misrepresentation has been verbal, usually 
without witnesses, and the contract which the physi- 
cian signs contains nothing to indicate how collections 
will be made. But all the fault is not on the side of 
tricky collection agencies. Too many physicians sign 
contracts with these concerns without giving due 
thought and study to the contract. It is not a bad plan 
when these gentry comes around to tell them to leave a 
copy of their printed contract for twenty-four hours 
so that it may be studied and then come back for a 
decision. Meanwhile the physician may consider 
whether or not, in the long run, he will not do as well 
by employing a local concern.—Jour. A. M. A., Sept. 


23, 1922. 





THE LEGAL STATUS OF CHIROPRACTIC* 


Hon. John G. Dyer, New York City, in the New 
York State Journal says, Chiropractice as a means 
of treating disease or physical condition has become 
so active in the State of New York that inquiries 
are constantly being made concerning chiropractice 
as a system of treatment and concerning the right 
of the chiropractor to treat patients under the law. 
All references to the legal status of the chiropractor 
and chiropractice in this paper are meant to apply 
to New York State only. The practice of medicine 
is defined in the Public Health Law of this State 
and is as follows: 

“A person practices within the meaning of this 

article, who holds himself out as being able to 

diagnose, treat, operate or prescribe for any 
human disease, pain, injury, deformity or physi- 
cal condition, except as hereinafter stated, and 
who shall either offer or undertake, by any 


*From a_ paper read before The Medical Society of the 
County of Kings, on Feb. 21, 1922, by John G. Dyer, Counsel 
to the Society. 
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means or method, to diagnose, treat, operate or 

prescribe for any human disease, pain, injury, 

deformity or physical condition.” 

Under the statute the word “physician” means a 
practitioner of medicine and of osteopathy. The 
statute further provides that no person shall practice 
medicine unless registered and legally authorized to 
do so. The law provides the requirements for ex- 
amination, license and registration of the medical 
doctor and the osteopath. The unlicensed practice 
of medicine is a misdemeanor, punishable by fine 
and imprisonment, or both. The specific exemp- 
tions of importance are made as to physicians in 
certain military service, certain hospital service, and 
persons manufacturing and fitting certain mechan- 
cal appliances, persons practicing dentistry, op- 
tometry and chiropody or administering family 
remedies or practicing the religious tenets of any 
church. The burden of establishing his legal right 
to practice medicine is upon any defendant charged 
with unlicensed practice. 

Peo. v. Somme, 122 App. Div. 20, Affirmed 190 N. 
Y. 841. 

And likewise that he comes within the exemptions 
provided by the Statutes. With the value of chiro- 
practice as a means of treating physical conditions 
the writer is not interested. Chiropractice may or 
may not be beneficial. The writer is only concerned 
with the right to practice chiropractice and the legal 
rights of the chiropractor in New York State. It 
may be fairly well assumed as a legal fact, that the 


licensed physician, whether he be a medical prac- 
titioner or an’ osteopathic practitioner, has the 
right to treat his patients by the system of healing, 


commonly known and called chiropractice. It may 
be stated in a general way that chiropractice is the 
treatment of physical condition by the extraneous 
application of force, usually, if not always, through 
the hand, to the spine of the patient for the purpose 
of affecting nervous centers to the end that proper 
adjustment will be effected. Many definitions of 
chiropractice might be inserted here which would 
be sufficient to avoid any criticism of a fair state- 
ment of what chiropractice is. The writer does not 
deem this necessary for the reason that, as hereto- 
fore stated, he is not interested in the theory or 
actual practice of chiropractice, but only in the legal 
right of the chiropractor. In many cases the chiro- 
practors themselves differ in their statements of 
what chiropractice is and what its effects are. It 
may further be well accepted that the purpose of 
chiropractice is to either cure or treat or alleviate 
human disease, pain, injury, deformity or physical 
condition. It unquestionably is a system of healing, 
using healing in its broad sense. The statutory 
definitions of the practice of medicine have been ex- 
plained in the decisions of the Courts of this State. 
In the case of Peo. v. Allcutt, 117 App. Div. 546 
Affirmed 189 N. Y. 517, Mr. Justice Clarke said: 
“To confine the definition of the words ‘practice 
medicine’ to the mere administration of drugs or 
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the use of surgical instruments would be to 
eliminate the very cornerstone of successful 
medical practice, namely, the diagnosis. It would 
rule out of the profession those great physicians 
whose work is confined to consultation, the 
diagnosticians, who leave to others the detail 
of practice. Section 140 of the Public Health 
Law provides that ‘no person shall practice 
medicine unless licensed by the Reg- 
ents and registered,’ and Section 146 of the said 
statute (as amended by Laws of 1901, Chap. 
645), provides that the Regents’ examinations 
must be made up of ‘suitable questions for 
thorough examinations in anatomy, physiology 
and hygiene, chemistry, surgery, obstetrics, 
pathology and diagnosis, and therapeutics, in- 
cluding the practice and materia medica.’ Diag- 
nosis would, therefore, seem to be an integral 
part of both the study and practice of medicine, 
so recognized by the law as well as common 
sense. The correct determination of what the 
trouble is must be the first step for the cure 
thereof. It is a well-known fact that the disease 
popularly known as consumption may, if dis- 
covered in time, be arrested, if not entirely 
eradicated from the system, by open air treat- 
ment in the proper climate, and that in such 
case use of drugs has been practically given up. 
Would the physician, in such a case, who, by 
his skill, discovered the incipient disease, ad- 
vised the open-air treatment and refrained from 
administering drugs, not be practicing medicine? 
It may be difficult, by a precise definition, to 
draw the line between where nursing ends and 
the practice of medicine begins, and the Court 
should not attempt, in construing this statute, 
to lay down in any case a hard and fast rule 
upon the subject, as the Courts have never 
undertaken to mark the limits of the police 
power of the State or to have precisely defined 
what constitutes fraud. What the Courts have 
done is to say that given legislation was or was 
not within the limts of the police power, or that 
certain actions were or were not fraudulent.” 
In that case the defendant was the practitioner of 

mechanoneural-therapy and treated without drugs. 

That the statute may be violated by the practice of 

medicine illegally without drugs is so clearly estab- 

lished in this State that the writer will not refer to 
any specific cases. The chiropractor does not claim 
any right to administer or prescribe drugs but on 
the contrary specifically denies their value. The 
right of the State to determine the qualification of 
persons practicing medicine and to pass prohibitory 
regulations has been well stated in the case of Peo. 

v. Mulford, 140 App. Div. 716, affirmed 202 N. Y. 

624. The Court quoted with approval the words of 

Dent. v. West Virginia, 129 U. S. 114. 

“The power of the State to provide for the gen- 
eral welfare of its people authorizes it to pre- 
scribe such regulations as, in its judgment, will 
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secure or tend to secure them against the con- 
sequences of ignorance and incapacity, as well 
as of deception and fraud. The nature 
and extent of the qualifications required must 
depend primarily upon the judgment of the 
State as to their necessity.” 


All chiropractors who are not licensed either as 
doctors of medicine or doctors of osteopathy are 
practicing medicine within the definition of the 
practice of medicine and the decisions of this State 
on what constitutes the practice of medicine. As 
such practitioners the absolute statutory require- 
ment is that they be licensed in order to perform 
their acts legally. Without resorting to specific 
decisions in the cases of chiropractors convicted 
for practicing medicine unlawfully, it may be said 
as a definite and absolute fact that the practice of 
chiropractice by an unlicensed individual is an abso- 
jute and unqualified violation of the present law of 
the State of New York, and the chiropractor is 
absolutely and undeniably guilty of a misdemeanor 
when he practices his specialty. However, this 
statement is not a dogmatic one on the part of the 
writer. The Courts of Special Sessions in this city 
have convicted and sentenced at least fifty chiro- 
practors during the past ten years. The Appellaté 
Division of the Supreme Court in the case of Peo. 
y. Ellis has so held. In that case Ellis claimed to 


be a chiropractor or doctor of chiropractice, having 
graduated from an institute at Davenport, Iowa, 
known as the Davenport Institute of Chiropractice, 


in June, 1912. In July following, without having 
any further examination or receiving any license in 
this State, he began practice in Brooklyn. He had 
a sign, with regular office hours, and as witness he 
admitted having treated about two hundred patients 
for ailments of the stomach, chest, and spine; also 
for nervousness, hysteria, and diseases coming from 
pressure on the nerves. The Court held that the 
defendant was guilty of a misdemeanor, for which 
he had been convicted. This doctrine was again 
afirmed in the case of Peo. v. Robert Pauwels, a 
chiropractor, recorded in 177 App. Div. 907. The 
writer desires to state that in his experience, men 
seeking to be licensed to practice chiropractice in 
New York State are, in the great majority of cases, 
uneducated, ignorant, and with little or no scientific 
knowledge. In the majority of instances they are 
graduates of alleged schools which give courses by 
correspondence or through “professors” whose edu- 
cation is wholly deficient. The duty of suppression 
of the illegal practice of medicine undoubtedly be- 
longs to the State. The State has, however, by 
statutory provisions, designated certain powers to 
State and County Medical Societies. The active 
use of these powers in the prosecution of the un- 
licensed practice of medicine requires the expendi- 
ture of money. The real reason that the chiropractor 
is able today to flaunt the practice of his alleged 
profession in defiant violation of law is that the 
medical men do not spend the necessary money to 
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investigate and prosecute the complaints of un- 
licensed practitioners. Because of the natural desire 
for privacy of the individual treated by a chiroprac- 
tor, the use of witnesses in prosecution of treated 
individuals becomes very difficult. The citizen does 
not desire the annoyance of prosecution. Com- 
plaints must be made by practical necessity by de- 
tective agents. The police of the State are at present 
so taxed by conditions that the investigation of 
alleged violations of the medical-penal laws are 
practically confined to those which charge the com- 
mission of felonies. So long as there are ills to be 
treated there will be men who will seek to treat 
these ills by alleged specialties. The duty of in- 
vestigating the specialty and prescribing the char- 
acter and qualifications and limitations of men who 
treat the human body must of necessity be a func- 
tion of the State, to be performed through its edu- 
cational authorities. The burden is upon the 
licensed medical men to take an active and militant 
interest in proposed statutes affecting the general 
control of public health. Such militant action will 
prevent the licensing by statutory exemption of the 
fraudulent fakirs who seek the right to treat a suf- 
fering public without the necessity of acquiring any 
academic or scientific education as a preliminary 
requirement. 





WE ARE TAXED FOR THE RIGHT TO USE 
THERAPEUTICE AGENTS 
A Feature oF THE Harrison Narcotic Act 

In a decision of the Supreme Court, written by Chief 
Justice Taft in denying a writ of error based on the 
charge that the indictment failed to charge that cer- 
tain defendants sold inhibited drugs knowing them 
to be such, the court reversed the judgment of a lower 
court. The explanation is given that the statute does 
not make such knowledge an element of the defense. 
“Again where one deals with others and his mere 
negligence may be dangerous to them as in selling 
diseased food or poison the policy of the law may, in 
order to stimulate proper care, require the punishment 
of the negligent person though he be ignorant of the 
noxious character of what he sells.” 

In the opinion it is further stated, “The Norcotic 
Act has been held by this court to be a taxing act 
with the incidental purpose of minimizing the spread 
of addiction.” 

This last exposition of the law sustains the inter- 
pretation which physicians have made. We are taxcd 
for the right to use therapeutic agents. Because others 
make improper use of these agents is no valid reason 
why the government, in all fairness, should impose a 
tax for revenue. All right-minded physicians endorse 
all proper methods designed to do away with the evils 
of drug addiction, but when the government taxes 
physicians engaged in ethical practice for the pur- 
pose of providing it with funds for protecting the 
people from harmful drugs, it might go much further 
and levy a special tax on the surgeons’ knives be- 
cause some persons use knives in taking life. The 
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registration of physicians with the right conferred to 
use narcotic drugs is logical, but the revenue tax is 
abhorrent and should be repealed. Doctors have con- 
tributed inestimable services to the nation and in- 
dividuals and about all the public reward bestowed is 
exemption from jury duty. The degree of ability and 
industry exhibited by physicians, if applied in other 
walks of life, would average larger returns than those 
enjoyed by physicians and yet we must be taxed. 
Lawyers are not taxed to create a revenue which could 
be applied to controlling the shyster or any other 
class of criminals, but doctors are complacent and 
submit to exactions which are unjust. 

As laws are enacted in the future the attitude and 
activity of the newly created legislative body of the 
A. M. A. will be watched with interest. We have not 
been able, as individuals, to protect ourselves. Will 
our representatives be more efficient?—Boston Med. & 
Surg. Journal, August 31, 1922. 





IF CONGRESS HAD INTENDED TO EXCLUDE 
PERSONAL ATTENDANCE AT PHY- 
SICIAN’S OFFICE, IT WOULD 
HAVE SAID SO 
Court Dects1on REGARDING PersoNAL ATTENDANCE ON 
PATIENTS BY PRACTITIONERS UNDER Harrison 
Anti-Narcotic Act 
In a prosecution for violation of the Harrison Anti- 
narcotic Act, the evidence showed that the defendant, 
a physician, dispensed at his office some morphine to 
a certain person. The defendant claimed that what he 
did he had a right.to do as a practicing physician. The 
law provides for the dispensing, without an order form, 
of drugs to a patient by a physician in the course of 
his professional practice, and no record is required 
to be kept of drugs dispensed to a patient upon whom 
a physician shall personally attend. Under the author- 
ity conferred by the law, the Commissioner of Internal 
Revenue promulgated a rule regarding dispensing of 
drugs by practitioners which provided in part that “A 
practitioner is not regarded as in personal attendance 
upon a patient within the intent of the statute unless 
he is in personal attendance upon such patient away 
from his office.” In reversing the judgment of con- 
viction and granting a new trial, the United States 
Circuit Court of Appeals, Eighth Circuit, said: “The 
power of the Commissioner of Internal Revenue, with 
the approval of the Secretary of the Treasury, to 
make all needful rules and regulations for carrying 
the provisions of the Narcotic Act into effect, did not 
confer the power to say that a physician could not 
personally attend a patient at his office. The enforce- 
ment of the act did not require any such rule, and it 
is contrary to the language of the act itself, which is 
piain and unambiguous and says nothing about where 
the patient shall be when personally attended. * * * 
If Congress had intended to exclude personal attend- 
ance at office, it would have said so. * * * The 
fact of omission is strong evidence that it did not 
intend to say so. * * * Congress can not delegate 
legislative power to an executive officer.”—U. S. Public 

Health Reports, July 28, 1922. 
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IS LEPROSY INCREASING? 


The United States Public Health Service calls at. 
tention to the fact that leprosy, though comparativel, 
rare in the United States, must be regarded as a health 
problem of definite seriousness. In 1902 there were 
278 known lepers reported in the United States, while 
teday, in so far as estimates are obtainable, there are 
from 500 to 1,500 lepers in this country. Of special 
significance is the fact that a considerable portion of 
these lepers have been born in this country, and a large 
proportion of all the lepers are free from all restraint 
in their human contacts. 

The danger of lepers entering this country from 
foreign ports exists, though it is by no means threaten- 
ing. The law provides that an alien leper may be 
deported within three years after his admission to the 
country. Despite the fact that leprosy is found in all 
portions of the globe and that the tide of leprosy to- 
ward the United States is of considerable magnitude, 
few lepers are found at the ports of admission, and 
during the year 1920-1921 only nine were turned back 
at quarantine. 





THE KNOWLEDGE OF ENDOCRINE THERAPY 


One of the most valuable and yet the most neglected 
sources of success in medical practice in the present 
day, says an editorial writer in the Medical Press and 
Circular (March 1, 1922), is that of endocrine therapy. 
The progress of our knowledge of the endocrine glands 
during recent years has shown their value for thera- 
peutic purposes, and so important is it that this knowl- 
edge should be disseminated that in every medical 
school a special course should be given on the subject 
to advanced medical students. The Protean condi- 
tion in which preparations of the endocrine glands are 
serviceable—even curative—is generally but little 
known, despite the mass of literature now extant in 
which the subject is dealt with. One instance may 
be mentioned. In a recent text-book under the head- 
ing of menorrhagia, in the early days of puberty 
menstruation, a gynecologist recommends treatment by 
curettage, caustics, and concludes with the statement 
that in some cases, in order to save life, removal of 
the uterus may be necessary. But all this advice is 
sadly out of date, and shows a strange inadequacy of 
knowledge of endocrine therapy, for the fact is that 
in such cases normal menstrual periods can be quickl) 
restored by treatment with thyroid gland preparations, 
or those of suprarenal extract. Endocrine therapy 
cannot be neglected in any department of practice. 
It often fills the gap, restoring health, after failure of 
the usual methods of treatment. Therein lies its value. 
and the kudos it brings for accomplishing “cures” 
which truly gain the reputation of being miraculous— 
American Medicine, May, 1922. 





SMILES 


The wise doctor will mix smiles with his every 


prescription, be it drugs or words of advice. Real 
“smiley” smiles are among the great result-bringing 
essentials of success.—A bbott. 
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A $15,000,000 PLAN TO EDUCATE 400 MEDICAL 
STUDENTS 


Annual report. (1921) of the President of Colum- 
bia University. 

A very serious problem in connection with medical 
teaching is its rapidly mounting cost. This has al- 
ready become excessive, and public opinion is not 
likely long to sustain any scheme of medical education 
whose cost is so large. It is not difficult to find an 
explanation of this mounting cost. Just as education 
itself is the spoiled child of the state, so medical 
teaching is the spoiled child of education. It is thought 
unduly critical and unsympathetic to question the wis- 
dom of any proposal to increase the sums called for to 
carry on systems of school, college and university 
education, and it seems similarly hard-hearted and 
unsympathetic to question any proposed expenditure 
for medical teaching. 

Medical teaching is, however, in need of very severe 
critical examination on the part of those who have a 
sound knowledge of educational processes and edu- 
cational experience. As a matter of fact, medical 
education is about a half century behind other forms 
of higher instruction. It is laboring with pretty much 
the same problems that engineering education labored 
with a generation or two ago, and usually without any 
reference whatsoever to the teachings of experience as 
to the solution of these problems. The ordinary medi- 
cai school curriculum is a thing of shreds and patches 
and by no means a well-conceived organic unity based 
upon a clear-cut conception of the aim and scope of 
undergraduate medical instruction. The heads of de- 
partments in a medical school are too often treated as 
ruling princes and allowed a final authority which is 
not only harmful in itself but quite destructive of 
true cooperation between scholars engaged in carrying 
forward a common undertaking. All this is due per- 
haps to what may be described as the intellectual 
isolation of the medical profession. Physicians and 
surgeons are busy men. They are subject to call by 
night as well as by day, and their time is in no sense 
their own. As a result, their contacts are largely lim- 
ited to men and matters related to their own calling 
and they often lose the advantage of the stimulus that 
would come from wider and more numerous contacts. 
It is essential that a medical school should be in 
immediate association with a hospital, but it is hardly 
less important that the medical school should be in 
closest association with the rest of the university. 
Teachers and students of medicine would profit greatly 
by daily contact and association with teachers and 
students in other fields. Could this relationship be es- 
tablished during the period of medical study it would 
go far toward breaking down that isolation of the 
medical profession which is now so common. 

A first task is to lessen the rigidity of the depart- 
mental system, which is the relic of an outgrown 
sharpness of division between subjects that in reality 
are closely interrelated. A second is to overturn the 
existing curriculum and to substitute a well considered 
and well organized program of study in its stead; and 
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a third is to develop and apply those well known 
methods of teaching that will enable the medical 
school, without increasing its teaching staff, to care 
for a larger number of students than at present. The 
huge capital expense necessarily incurred in establish- 
ing and equipping a modern medical school cannot be 
defended if the number of students be limited to a 
few hundred. It is not practicable to include in a 
four-year course of medical study all the information 
which a medical practitioner will have need to use in 
the course of his after life. The young man or young 
woman who has just been granted the degree of 
Doctor of Medicine cannot be expected to stand where 
the experienced physician or surgeon stands at the 
end of a long career. The true aim of the medical 
school should be to give instruction in fundamental 
principles and methods, to bring the student in con- 
tact with realities, to train him in habits of observation 
and inference as to physiological and pathological 
phenomena, and to give him knowledge of where to 
look for the additional or specialized information that 
he may need before his own experience has sufficiently 
widened and deepened to bring it to him. Moreover, 
it must never be forgotten that the purpose of the 
medicai school is to train physicians and not scien- 
tific investigators. It would be a sorry day for the 
public health and for the public satisfaction if the 
physician of large practical experience, wide human 
sympathy and keen insight into human nature were to 
yield his place to the exvert with the microscope and 
the test-tube. The scientific aspects of medicine must 
not be permitted to override its human aspects. The 
medical school of tomorrow will be conceived of as 
a public service instituion to promote the public health 
and to spread a knowledge of preventive medicine; 
training in the detection and cure of disease will then 
appear as an incident in this larger and finer program. 

Columbia University has an exceptional opportunity 
to go forward without delay and without great ex- 
pense, in carrying out its plan for graduate courses in 
medicine. The advance in medical knowledge has been 
and is so rapid that hundreds, and indeed thousands, 
of practicing physicians and surgeons in various parts 
of the country are eager to find opportunity to spend 
weeks or months in catching up with the latest dis- 
coveries and methods in the several fields of laboratory 
and clinical medicine. Study and research of this kind 
are or should be wholly individual; no two physicians 
will have precisely the same needs or desires. For 
advanced students of this type arrangements should 
speedily be made to announce, in connection with the 
various hospitals of the city and vicinity and in con- 
nection with the various university laboratories, oppor- 
tunities for advanced and highly specialized study and 
research. All this would be aside from the imme- 
diate problem of the Medical School itself, but it is 
a legitimate and necessary part of the University’s 
policy of service. These advanced and specialized 
courses should be placed under the jurisdiction of an 
administrative board, made up of those who have 
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special interest in work of this kind, subject of course 
to the statutory jurisdiction of the University Council. 

One of the most noteworthy of recent developments 
in American life is the zeal with which machinery is 
designed and built ostensibly to serve various public 
interests and undertakings, but in reality to control 
them. Perhaps in no other way is the decline of faith 
in liberty so clearly marked. An academic wit once 
defined good administration as the doing extremely 
well of that which should not be done at all. If this 
clever phrase is to be applied to public administration 
it would have to be altered so as to read, the doing 
ili of that which should not be done at all; for public 
administration, administration by collective authority, 
is almost uniformly inefficient and for an obvious 
reason. In such case artificial choice takes the place 
of natural selection in the designation of agents, and 
since nature is wiser than man, particularly political 
man, efficiency at once declines. In the United States 
we are, in flat defiance of all our proclaimed principles 
and ideals, building a series of bureaucracies that will 
put to shame the best efforts of the government of the 
Tsar of all the Russias when in the heyday of its 
glory. We are surrounded by agents, special agents, 
inspectors and spies, and the people are called upon 
to support through their taxes in harmful and un- 
American activities whole armies of individuals who 
should be engaged in productive industry. When any- 
thing appears to go wrong, or when any desirable 
movement seems to lag, a cry goes up for the creation 
of some new board or commission, and for an appro- 
priation of public funds to maintain it in reasonable 
comfort. An infinite number of blank forms must be 
filled and an infinite number of records must be kept, 
classified and audited at steadily mounting cost. 

For a long time the excellent limitations of the 
American form of federal government held these 
movements in check, so far as the national government 
itself was concerned. When, however, the ingenious 
discovery was made that the national government 
might aid the states to do what lay within their prov- 
ince but was denied to the national government itself, 
the door was opened to a host of schemes. These 
have followed each other in rapid succession, all urged 
with a certain amount of plausibility and with an ap- 
peal to kindly sentiment, usually supported by vigorous 
propaganda and zealous paid agents. 

So far as education is concerned, there has been 
over-organization for a long time past. Too many 
persons are engaged in supervising, in inspecting and 
in recording the work of other persons. There is too 
much machinery, and in consequence a steady tempta- 
tion to lay more stress upon the form of education 
than upon its content. Statistics displace scholarship. 
There are, in addition, too many laws and too precise 
laws, and not enough opportunity for those mistakes 
and failures, due to individual initiative and experi- 
ment, which are the foundation for great and lasting 
success. 

It is now proposed to bureaucratize and to bring 
into uniformity the educational system of the whole 
United States, while making the most solemn assur- 
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ance that nothing of the kind is intended. The glory 
and the successes of education in the United States are 
due to its freedom, to its unevennesses, to its reflection 
of the needs and ambitions and capacities of local 
communities, and to its being kept in close and constant 
touch with the people themselves. There is not 
money enough in the United States, even if every dol- 
lar of it were expended on education, to produce by 
federal authority or through what is naively called 
cooperation between the federal government and tly 
several states, educational results that would be at 
all comparable with those that have already been 
reached under the free and natural system that has 
grown up among us. If tax-supported education ly 
first encouraged and inspected, and then little }y 
little completely controlled, by central authority, Eu- 
ropean experience shows precisely what will happen 
In so far as the schools of France are controlled from 
the Ministry of Education in Paris, they tend to 
harden into uniform machines, and it is only when 
freedom is given to different types of school or to 
different localities, that any real progress is made. 
Anything worse than the system which has prevailed 
in Prussia would be difficult to imagine. It is uni- 
versally acknowledged that the unhappy decline in 
German university freedom and effectiveness, and the 
equally unhappy subjection of the educated classes to 
the dictates of the political and military ruling groups, 
were the direct result of the highly centralized and ef- 
ficient control from Berlin of the nation’s schools and 
universities. For Americans now to accept oversight 
and direction of their tax-supported schools and cul- 
leges from Washington would mean that they have 
failed to learn one of the plainest and most weighty 
lessons of the war. It is true that education is a na- 
tional problem and a national responsibility; it is also 
true that it had been characteristic of the American 
people to solve their most difficult national problems 
and to bear their heaviest national responsibilities 
through their own action in the field of liberty rather 
than through the agency of organized government. 
Once more to tap the federal treasury under the guise 
of aiding the states, and once more to establish an 
army of bureaucrats in Washington and another army 
of inspectors roaming at large throughout the land, 
will not only fail to accomplish any permanent im- 
provement in the education of our people, but it will 
assist in effecting so great a revolution in our Amer- 
ican form of government as one day to endanger its 
perpetuity. Iliterarcy wili not be sensibly diminished, 
if at all, by federal appropriations, nor will the phy- 
sical health of the people be thereby improved. The 
major portion of any appropriation that may be made 
will certainly be swallowed up in meeting the cost of 
doing ill that which should not be done at all. The 
true path of advance in education is to be found in the 
direction of keeping the people’s schools closely in 
touch with the people themselves. Bureaucrats and 
experts will speedily take the life out of even the best 
schools and reduce them to dried and mounted 
specimens of pedadogic fatuity. Unless the school is 
both the work and the pride of the community which 
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it serves, it is nothing. A school system that grows 
naturally in response to the needs and ambitions of a 
hundred thousand different localities, will be a better 
school system than any which can be imposed upon 
those localities by the aid of grants of public money 
from the federal treasury, accompanied by federal 
regulations, federal inspections, federal reports and 
federal uniformities. 





A Thousand Proposed Laws Attempting to Curtail 
Our Liberties. Standardizing Human Beings 


Governor Miller of New York says that the ris- 
ing issue in the country is the old issue of state's 
rights. 

Perhaps. But it is very likely that another issue 
will interpose and demand a prior hearing. This 
issue will deal with the rights of individuals. 

The movement to standardize machinery, me- 
chanical processes and the products of manufac- 
ture have been attended, hardly observed, by a 
movement to standardize human beings. En- 
deavor is made, for example, to make it mandatory 
that the school child in Maine and the child in 
Arizona shall be taught the same studies from the 
same books. A society has been formed in Gov- 
ernor Miller’s own state to promote a bill that will 
specify the names of the dances that young people 
may dance. 

A few weeks ago some one at Washington ex- 
amined the measures that had been introduced in 
the house of representatives during the present 
session and he reported that more than one thou- 
sand of them proposed to take away rights that 
hitherto have been recognized as belonging to the 
individual citizen, 

Behind every attempt to reduce wearing ap- 
parel, the common relationships of life and the cus- 
toms of the race to a formula is the assumption 
that the writers of the formula are of superior 
clay and intelligence. To think that way is to 
think the way of William Hohenzollern, one time 
king of Prussia and emperor of Germany. Irvin 
Cobb said that before he would interest himself in 
predigested food he would insist upon knowing 
who did the predigesting. Before subscribing to 
2 set of rules for squeezing and altering Americans 
into a standardized pattern we want to know the 
writers of the rules pretty thoroughly and just 
whether it is vanity that is controlling their ac- 
tivities or good will. 

Laws that interfere with individual rights— 
tights that are exercised without harming society, 
neighbors or other individuals—have seldom been 
enforceable during the entire career of mankind. 
But such laws have been of service to certain ele- 
ments—the kinds that practice blackmail. 

Legislators who aspire to get their mames at- 
tached to new laws, professional reformers who 
have carried through a good reform and take up 
with anything that can be called a reform in order 
that their incomes shall not be cut off, foolish 


EDITORIAL 


standardizers and half-cooked societies—these are 
forcing the revival of an issue as old as the hills. 
The issue will lead to a definite decision as to what 
rights an individual may exercise out of his own 
initiative without respect or reference to the tastes 
of other people, their prejudices, inherited customs 
or the standardizing associations to which they be- 
long.—Detroit Journal, 6-19-22. 





Save the Family Doctor 


Garrett P. Serviss in the Detroit Times, July 11, 
1922, says: 

I am old-fashioned enough to 
“family doctor.” I don’t want to see the family 
coctor become an extinct species, and I find en- 
couragement in an address of Dr. Sydney R. Miller 
as president of the American Congress on Internal 
Medicine. I use the term “family doctor” as in- 
terchangeable with “general practitioner.” 

The entire field of science today is filled with 
specialists. No one can deny, and probably ne 
ene wishes to deny, the enormous value of spectat- 
ization s a means of acquiring detailed knowledge 
and exceptional skill. 

The specialist concentrates his attention, as a lens 
concentrates the rays of the sun, upon a small spot 
and the effect is sometimes magical. But the area 
directly affected is very limited. This, however, is 
not of consequence if the work be of such a nature 
that it serves to call wider forces into play. But 
that is hy no means always the case, for often the 
specialization runs on in a line so narrow, or pene- 
trates so far below the general level, that it remains 
more or less subterranean, restricts to the special- 
ist himself and out of touch with surreunding con- 
ditions. Specialization also tends to a restriction 
of the mental field. 

Dr. Miller strikes a note that reaches every per- 
son who may have occasion for medical aid when he 
says that “impersonality in the practice of medicine 
inevitably foreshadows loss to the public.” 

What is meant by impersonality here? It means, 
as I understand it, something more than a ma- 
chinelike manner of regarding and treating a pa- 
tient. In impersonal practice a man, or woman. 
or child not only serves as a mere “subject” in the 
operator’s or experimenter’s hands, but, what is 
more seriously objectionable, the peculiarities of 
the patient’s case may be lost sight of, while he is 
treated as if every case must be true to type, i. e., 
must be so closely like every other case of the same 
disease that the treatment that suits the typical case 
should suit all cases. 

But I have heard a skillful, experienced “general 
practitioner,” who loved his patients as fellow men, 
and was loved by them, standing, in every family 
in his circuit, next in esteem to the members them- 
selves, and hardly in the least behind them—I have 
heard him say that diseases were like faces, each 
kind made up of the same feature, but so varied 
in their combinations that two cases were as readily 
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distinguishable as were the countenance of the re- 
spective patients. 

It would seem to the layman that such variations 
may not always be fully allowed for in the present 
day practice of referring to impersonal laboratory 
tests as grounds for diagnosing disease, and this im- 
pression gets considerable support from Dr. Miller’s 
strictures on (ist) “A tendency prematurely to 
accept and apply new laboratory tests of promise.” 
(2d) “The indiscriminate utilization of accepted 
laboratory procedures that are in reality of value 
only in a limited domain.” (3d) “An improper in- 
terpretation of tests of known value through ig- 
norance of their clinical significance.” (4th) “An 
unwise reliance on positive laboratory findings to 
establish a diagnosis to the exclusion of other data 
that may, perhaps, be much more important.” 

It goes without saying that Dr. Miller is making 
no war on the work of the laboratories cr on the 
specialists; on the contrary, he recognizes that the 
<cnormous advance of modern medical science is due 
mostly to them. But he is thinking of the doctors 
who go to the sick, the lamed and the discouraged, 
trying to apply the results of science in the im- 
mediate service of humanity. It is clinical medicine, 
which is taught and learned by practical experience 
and by personal touch in the hospitals and oper- 
ating rooms and by the bedsides, that most inter- 
ests the people at large. 

The great cases that the doctors themselves talk 
about at their clubs are almost always what might 
be described as triumphs of personality, not imper- 
sonality, in the practice of medicine. There are 
stories of that kind that survive generations and 
are repeated like narratives of fights and battles 
long after the heroes of them are in their graves. 

It is a libel upon a great doctor or a great sur- 
geon to call him a machine. He is as sure, as 
accurate, as steady as a machine, but there is some- 
thing in him that no machine can imitate. It is the 
personal touch, the personal control, and back of 
it, whatever the appearances, there is a mighty 
human sympathy governing all. 

No cold, rigid, laboratory rules tyrannize over 
him. Such a man possesses what Dr. Miller calls 
upon modern medical education to more fully sup- 
ply, viz., “altrustic and humanitarian motives as the 
controllers of scientific ardor.” 





The Relationship of the Medical Profession to the 
General Public 

Dr. James F. Rooney, of Albany, N. Y. Presi- 
dent of the Medical Society in the State of New 
York, before the first district branch of the Medical 
Society of the State of New York, as per the 
Medical Record, November 26, 1921, delivered a 
brief address, in which he said that his friend, Dr. 
Leitner, said he was going to speak on the rela- 
tionship of the medical profession to the general 
public. This was a large subject and it must be 
understood that one could but imperfectly touch 
upon the essential points in the time he had allotted 
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himself. The evolution of the practice of medicine 
ir. the last forty years had been much greater than jp 
the preceding seven or eight centuries. The evoly. 
tion of civilization and the complexity of civilization 
in that period had been correspondingly great. Dur. 
ing this period civilized nations had changed {rom 
agricultural peoples to urban communities. The 
last census had shown that there were more people 
in towns of 10,000 inhabitants and up than in the 
country. With this change people had become ac. 
customed to luxury, and not only that, but things 
formerly considered luxuries were now considered 
necessities. The type of physician and the type of 
medical service that forty years ago was satisfac. 
tory today was apparently not satisfactory. Dur- 
ing this period, owing to the development of medi- 
cine, the field had become so wide that only a syn- 
thetic mind like that of Helmholz could compass it, 
Hence the profession of medicine had split up into a 
number of more or less (and sometimes one thought 
less rather than more) correlated groups, denomi- 
nated specialties. With this there had grown up a 
demand on the part of the people for service bearing 
the hallmark “the best medical service.” These 
demands were being made as a matter of right, that 
was it was being commonly said everywhere and 
had come to be taken as an aphorism or axiom that 
every person living in the community had a right to 
the best medical service. The only question that 
was left open for discussion was how the best medi- 
cal service might be made available to all people, 
meaning this best medical service must be brought 
within the means of the least affluent of the public 
Dr. Rooney declared that he did not believe this 
statement to be either an aphorism or an axiom. 
If one considered the corresponding profession oi 
the law, it might be said that every man during his 
lifetime was only occasionally in contact with the 
medical profession, but every man and woman was 
continuously in contact with the law. Why, then, 
was there not a demand that the best legal service 
should always be at the command of the whole pub- 
lic? Why was there not a demand that the lega! 
profession as a group should be subsidized by the 
State in order that we might have “state law” or 
tather the best legal service at the demand of every- 
one in the State? The reason, Dr. Rooney said. 
was quite plain. The medical profession was onl) 
a sort of lay priesthood. Primarily all physicians 
were priests and the priestly idea was still indissolu- 
bly an element in the teaching of every physician. 
The little priestly element that might be present in 
all of us was the little leaven that leavened the 
whole lump. The legal profession was originally 
also a part of the priesthood and early split away. 
Because the public had always had religion offered 
freely from the cradle to the grave to all alike, and 
because medicine had always given its services 
freely, it was now proposed that the profession 0! 
medicine should be subsidized to the people and that 
physicians should become priests of the State and 
servants of the people. Sir John Moore, when he 
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wrote Utopia, and Plato, when he wrote his Repub- 
lic, had much this idea in mind and in the ideal state 
without question this plan would be feasible and 
proper, but:we had just witnessed the failure of the 
attempt to put such a utopian plan into effect in 
Russia. When one group was subsidized to others 
2 step had been taken on the way to slavery, and 
with it one must expect in the subsidized group the 
slave type of mind. What could be done to pre- 
vent the chaining of the chariot of medical progress 
to the wagon of slavery. Thoreau said it was much 
easier to exact respect than it was to solicit it. He 
feared the medical profession was making the mis- 
take of soliciting respect. There was one thing 
that must be done, and that was that the medical 
profession must unify and solidarize and demand 
from the public the respect that was due it. Unless 
the medical profession exacted the respect for them- 
selves that the legal profession exacted, unless it 
developed the type of authority that the legal pro- 
fession had taken in relation to its state and national 
bars it was merely a matter of time until it became 
submerged on the wave of false and untrue de- 
mands on the part of the public. He well under- 
stood that he might be saying things today that 
were apparently entirely different from the pro- 
nouncements of certain leaders of the medical pro- 
fession, namely, that what the public demanded 
must be given them, that the medical profession 
as a profession had no rights except in so far as 
they advanced the interests of the community. There 
had also been false prophets. We had passed 
through an era of false prophets. It was only four 
years ago that they said it was useless for the medi- 
cal profession to oppose a certain scheme that 
would have taken into the meshes of its net over 80 
per cent of the physicians in this state. Those false 
prophets had relented temporarily, but there were 
others. It was a peculiar phenomenon that the rank 
and file of the profession were directly against this 
doctrine. It had been given to the rank and file of 
the profession to see that all these propositions 
were marble columns erected on bases of sand. 
The same emergency would have to be met again. 
There were certain groups that were interested in 
subjugating the medical profession. He who was 
not willing to fight continuously for his rights in 
the end forfeited them. He who would not speak 
when he might, might not speak when he would. 
Finally Dr. Rooney urged the medical, profession, 
when these various propositions were brought up 
for consideration and discussion, not to be over- 
turned by sentiment but to decide for themselves 
the truth of the statements upon which these vari- 
ous propositions were based. 





TIRED OF IT 
When other lips and other hearts 
Their tales of love shall tell, 
The newer girl will merely laugh, 
And ring the chestnut bell. 
— Detroit Tribune. 


CORRESPONDENCE 


Correspondence 


THE ATTENDING PHYSICIAN IS NOT A 
QUARANTINE OFFICER 
Paris, Ill. 
To the Editor: 

I wish to enter a word of protest against the 
method of applying quarantine regulations in the 
smaller cities. As I understand it, the attending 
physician is required to report all communicable 
diseases to the local board of health, and it is the 
board’s duty to establish quarantine in accord- 
ance with state regulations. When the doctor 
has made his report his responsibility to the state 
ceases. There is no law to compel him to enforce 
the quarantine regulations, and he has no author- 
ity in the matter. 

Yet there is a tendency to put the entire re- 
sponsibility upon the attending physician, and 
if a family breaks quarantine before the sup- 
posedly proper period has elapsed the doctor is 
made the goat. “Why did you let the Smith 
family out some three hours and five minutes be- 
fore the regulation time was up?” he is asked 
accusingly. As a matter of fact, probably the 
doctor didn’t, but it is no more his business than 
that of the family pastor or the Grand Kleagle 
of the Ku Klux Kian. 

It seems to me that the whole matter of quar- 
antine should be placed upon a commonsense 
basis. The public should be notified that certain 
laws governing the control of contagious diseases 
are to be obeyed just the same as other laws, and 
that the family doctor has no right either to en- 
force or modify them. As long as the observ- 
ance of quarantine is made to depend upon the 
doctor in charge of the case there will be discrep- 
ancies due to the peculiar views and personality 
of the doctor. 

Another phase of the situation at present is 
that mild forms of scarlatina, whooping cough 
and chickenpox often are unrestricted because no 
doctor is called. “If we call a doctor we'll be 
quarantined” they argue, so they try to get by 
without medical aid. Mr. Jones, living next door, 
calls a doctor for his child, for which act he is 
penalized by five weeks in quarantine and loses 
his job besides. And so a double premium is 
placed upon doing without a doctor. In our town 
while doctors are threatened for neglecting to re- 
port cases and browbeaten when patients fail to 
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observe quarantine, nothing is done to the parents 
who harbor and hide contagious diseases among 
their children and have no doctor. 

Isn’t it about time to place health laws on a 
par with other regulations and look to the proper 
authorities to enforce them? It would seem that 
the doctor has enough red tape to contend with 
now. Entangled with the Volstead act, the Nar- 
cotic law, birth reports and the income tax, he 
has more clerical work than the clerk of the 
supreme court. If he must do police duty also, 
when is he going to practice medicine? 

E. O. LavuGHLin. 

Nore :—The attending physician is not obliged 
This function belongs to 
the pay-roll brigade; of course, every physician 
will aid and assist by giving instructions as to 
the necessity of observing quarantine. He can- 
not be held responsible for the patient violating 
his instrutcions. We suggest that the Doctor 
take the matter up with his County Society and 
fight this autocracy by concerted action. 


to enforce quarantine. 


THE EMPLOYER IS ENTITLED TO 
SELECT A PHYSICIAN 

To the Editor: Your letter forwarding Dr. 
Little’s communication and asking if the owner 
of a mine may in case of injury select the phy- 
sician for the injured is answered in the follow- 
ing communication sent direct to Dr. Little. 

September 21, 1922. 
Dr. Joseph Manor Little, 
Pana, Illinois. 
Dear Doctor: 

Replying to your letter of date September 15, 
addressed to ILtino1is MEDICAL JouRNAL, I beg 
to advise that if an employe in a mine is injured, 
he is, by virtue of the statute, under the Com- 
pensation Act. By the provisions of that Act, 
the employer is entitled to select a physician to 
whom the employe must submit for treatment if 
he desires to impose the expense on the employer. 
The employe is privileged to select his own phy- 
sician at his own expense. The Coal Company 
is not required to pay the bill if the injured ser- 
vant chooses his own physician. 

I trust that this answers your inquiry. 


Yours very truly, 
R. J. Fotome, 
Attorney Illinois State Medical Society. 
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IMPLOYEES MAY SELECT PHYSICIAN 
Not Bounp to Accept Doctor RECOMMENDED 
BY EMPLOYERS 

The Franklin District Medical Society at its 
July meeting took action in the matter of indus- 
trial concerns which hand their employee: 
printed cards telling them to employ certain 
physicians when they are injured. It was voted 
to send communications to the newspapers, alyis- 
ing industrial employees of their right to emplo, 
any physician they choose. The appended com- 
munication is the result of that vote. 

“To the Editor of The Recorder: 

“Owing to the fact that some of our in«dus- 
trial plants see fit to hand printed cards to in- 
jured employees, requesting them to go to cer- 
tain physicians, the Secretary of the Frankli: 
District Medical Society was instructed at th 
July meeting of the Society to insert in the 
Greenfield papers a notice to the public inform- 
ing them of their privilege to employ any physi- 
cian they themselves may choose for such treat- 
ment, regardless of any effort on the part of 
their employer to influence them otherwise. 

“That portion of the Workmen’s Compensa- 
tion Act (General Laws, Chapter 152, 
30) pertaining to such free choice of physicians 
follows : 

“The employee may select a physician other 
than the one provided by the insurer; and in 
case he shall be treated by a physician of his own 
selection, or where, in case of emergency or for 
other justifiable cause, a physician other than 
the one provided by the insurer is called in to 
treat the injured employee, the reasonable cost 
of his services shall be paid by the insurer, su)- 
ject to the approval of the department.’ 

“Yours very truly, 
“CuHas. Mouine, M.D.. 
“Sec’y Franklin Dist. Med. Society. 

“Sunderland, Mass., Aug. 2, 1922.” 

—The Greenfield Recorder. 
—Boston Medical & Surgical Journal. 
9-14-22. 


Section 


THE PHYSICIAN 


But nothing is more estimable than the physician 
who, having studied nature from his youth, knows the 
properties of the human body, the diseases which assail 
it, the remedies which will benefit it, exercises his art 
with caution, and pays equal attention to the rich and 
poor.—V oltaire. 
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Book Reviews 


Hucues’ Practice oF MEDICINE, 12th edition, enlarged, 
revised. Illustrated. Octavo xxiv, 810 pages. Re- 
vised by R. J. E. Scott, P. Blakiston’s Son & Com- 
pany. Philadelphia. 1922. Price, $4.00. 

A complete, modern practice of medicine with addi- 
tional sections on Mental Diseases and Diseases of the 
Skin. It is compact,.concise and most serviceable. It 
fits easily in your traveling case, instrument bag, pocket 
of the automobile, desk drawer, etc. It gives in quickly 
available form the synonyms, definitions, causes path- 
oogical anatomy, symptoms; diagonis, prognosis, treat- 
ment, prescriptions, etc. In the preparation of this 
edition such changes and additions have been made as 
the progressive development of medical science re- 
quired. The general arrangement of the first part of 
the book has been materially modified. The specific 
infectious diseases are subdivided into four groups: 
diseases due to bacteria; due to protozoa; due to 
metazoa; diseases of unknown etiology. This accords 
with modern views on pathology and etiology. Several 
new sections have been added, such as those on Trench 
Fever; Notifiable Diseases; Poisoning by Wood Alco- 
hol; Acidosis; Functional Activity of the Kidneys; 
Coleman’s Diet for Gastric Ulcer; von Jacksch’s 
Anemia; Leukanemia; Disorders of the Salivary 
Glands; Sinus Irregularity; Premature Contractions 
of the Heart; Classification and Treatment of Mental 
Diseases; numerous lesser additions and alterations 
have been made. 


Tue SurcicaL Cirnics oF NortH AMeEriIcA. August, 
1922. Volume II, No. 4. Boston Number. Philadel- 
phia and London. W. B. Saunders Company. Pub- 
lished bi-monthly. Price, $12.00 per year. 

The contributors to this number are Doctors Barney, 
Bottomley, Cotton, Cutler, Davis, Graves, Harmer, 
Jones, Lahey, Macausland, Quinby, Richardson, Shed- 
den, Smith, Whittemore and Walker. 


DisEASES OF THE Skin. By Henry H. Hazen, M.D. 
Second edition. 241 illustrations, including 2 colored 
plates. St. Louis, C. V. Mosby Company. 1922. 
Price, $7.50. 

In preparing the second edition the whole work has 
been practically rewritten. A number of diseases not 
mentioned in the first edition have been included, such 
as disturbances due to the vegetative nervous system; 
Naevus Anemicus and Retention Cyst of the Lip. 
Special emphasis has been put upon the x-ray treat- 
ment of various diseases and both radium and 
Kromayter Lamp have received more attention. 
PRINCIPLES AND Practice oF X-Ray TECHNIC FOR 

Diacnosis. By John A. Metzer, M.D., with 61 illus- 

trations. St. Louis. C. V. Mosby Company. 1922. 

Price, $2.25. 

The author’s aim in the preparation of this book is 
to put into the hands of the student and operator a 
formula on which to base his work in order that he 
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may obtain better results and thus be able to reach a 
more correct diagnostic interpretation. 

This work meets the aim of the author. We highly 
recommend it for the purpose for which it is intended. 


A Practicat Mepicat Dictionary. By Thomas 
Lathrop Stedman, M.D. Seventh revised edition. 
Illustrated. New York. William Wood & Company, 
1922. Price, $7.00 net. 

This work has gone through seven editions since 
1911. This fact should be a sufficient recommendation 
for the work. In this edition between four and five 
hundred new titles have been added, some obsolete 
terms have been expunged and some of the definitions 
have been materially shortened. Several new plates 
have been added, the work has been so arranged with 
the idea that all reference data should be as conveni- 
ent as possible. We highly commend this addition. 





Society Proceedings 


COOK COUNTY 
CHICAGO LARYNGOLOGICAL AND OTO- 
LOGICAL SOCIETY 
(Continued from September issue) 


Several rough teeth had been extracted, and the 
patient wore a little hard rubber prothesis to pro- 
tect the edge of the tongue from friction. There 
appeared to be a mild grade of paraesthesia of the 
up of the tongue. 

He had gained in weight and felt very well. His 
general appearance was excellent. He had been 
taking intermittently a colloidal preparation of 
arsenic. 

Dr. Lewy stated that in another case there was a 
carcinoma of the tonsil which he operated by the 
same method as that used in the case he showed. 
That patient remained well for nine months and 
died of metastases. There was no recurrence in 
situ and in that case the pain was relieved immedi- 
ately. There was a large slough in the throat which 
separated without trouble. The other two cases 
went on from bad to worse without any benefit 
whatever. 

Dr. George W. Booth presented a patient with 
bilateral labyrinthitis following gonorrhea. This 
patient, a white man of about forty, had a chronic 
gonorrheal urethritis and prostatitis for about a 
year. On August 10, 1921, while under treatment 
for the urethritis he complained of deafness. On 
October 8th he complained of head noises. On 
October 12th he was unable to hear any of the tun- 
ing forks by either air or bone conduction. On 
that date there was no spontaneous past pointing. 
He had a marked swelling in the lumbar region, 
which was red and angry looking and the whole 
region was much infiltrated. X-ray examination of 
the back was not satisfactory. On November 6th 
deep fluctuations of the mass in the lumbar region 
was detected, but attempts at aspiration were un- 
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successful. Rotation tests on November 8th gave 
the following: No spontaneous past pointing; 
after rotation to the right momentary mystagmus 
only; no past pointing; after rotation to the left 
momentary nystagmus only; momentary past point- 
ing. 

Diagnosis: Chronic gonorrheal urethritis; osteo- 
arthritis of the lumbar spine; total labyrinthine deaf- 
ness on both sides with total loss of vestibular func- 
tion. 

The Wassermann reaction was negative. A small 
swelling on the forehead which suggested gumma 
proved on excision to be a small lipoma. In spite 
of the total loss of function of both vestibular sys- 
tems the patient had never been markedly dizzy 
and had never been unable to walk. The symp- 
toms connected with the eighth nerve ran their 
course in about a month. 

Whether the rapid labyrinthitis was due to a 
gonorrheal infection of the labyrinths Dr. Booth 
was unable to say but thought it seemed quite as 
likely as anything else and in view of the known 
occurrence of gonorrheal arthritis, gonorrheal iritis 
and gonorrheal spurs on the heel it seemed to him 
more likely than that the labyrinthitis should be due 
to an accompanying infection by other pus organ- 
isms. : 

Dr. Booth also presented a negro with a fibroid 
tumor of the left vagus with abductor paralysis of 
the larynx and the Stokes—Adams syndrome. The 
Stokes Adams syndrome produced by 
pressure at any time. 

DISCUSSION 

DR. J. HOLINGER was interested in the first case, but 
thought labyrinthitis from gonorrhea was never heard of. The 
fact that the Wassermann reaction was negative proved nothing 
and he advised the use of injections of arsphenamin. He be- 
lieved the case had nothing to do with gonorrhea, but was a 
typical syphilitic deafness. 

DR. ALFRED LEWY thought Dr. Holinger’s explanation 
was the feasible one. It might also be possible for bony 
changes to the internal auditory canals to shut off both nerves. 


Dr. Pau! E. Sabine, Riverbank Laboratories, Ge- 
neva, Illinois (by invitation) presented a paper on 
“The Efficiency of Artificial Aids to Hearing.” 


could be 


ABSTRACT 


This paper gave the results of tests made upon 
cleven different devices for the aid of the deaf, made 
at the Wallace Clement Sabine Laboratory, River- 
bank, Geneva, Illinois. The method employed 
was a modification of that developed by Professor 
Wallace C. Sabine for the study of problems in 
Architectural Acoustics.* The observations were 
made by a deaf observer, the cause of deafness, as 
diagnosed by Dr. J. Gordon Wilson, being fixation 
of the stapes with no involvement of the inner ear. 
Sound from a set of calibrated organ pipes was pro- 
duced in a large empty room. The time required 
for the sound, as it died away after the pipe had 
ceased to speak, to fall to the threshold of audibility 


—_——_— 


*See: Proc. of the American Academy of Science, 


Vol. XLII. No. 2. June 1906. 
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was determined. Under the same conditions this 
time was measured when the particular device being 
tested was applied to the ear of the observer. Fron 
the difference of these times, the amplification pro 
duced by the instrument was computed. The ex- 
periments covered the range of tones from 128 to 
4,096 double vibrations. 

Lantern slides were shown giving the amplifica- 
tion for the various tones tried. For instruments of 
the open trumpet type these amplifications wer 
found to follow the order of size of the instruments 
The effect of the natural tone of the air column 
enclosed by the walls of the trumpet were shown 
in increased amplification of these tones. The 
maximum amplification produced by the largest in- 
strument tried was about twenty fold.  Instru- 
ments of the trumpet type, modified with the view 
of reflecting and focussing the sound, gave 
greater magnifications than open trumpets of the 
same size. The method employed in these tests did 
not permit of conclusions being drawn as to the 
efficiency of speaking tubes. 

Instruments in which the vibrations of - 
phragms held in contact with the teeth and thence. 
by bone conduction are carried to the auditory 
nerve, were found to produce positive, though slight 
amplifications for low pitched sounds, but were in- 
effective in the case of tones above middle C. 

Telephonic devices produced relatively large am 
plifications, and showed a marked increase in elh- 
ciency for tones near the natural frequency of vibra- 
tion of the transmitter and receiver diaphragms. 
Thus one device gave a magnification of three hun- 
dred fold for tones in the neighborhood of 1,000 
vibrations per second, which was the natural fre- 
quency of the transmitter diaphragm. 

3y comparison with the duration of a sound 
audible to normal ears under identical conditions, 
the amplification necessary to give the ear of the 
deaf observer a sensitivity equal to that of normal 
hearing was computed. This varied with the dif- 
ferent tones but was of the order of 100,000. 

It was pointed out that the discrepancy between 
the amplification produced by the best of the hear- 
ing devices and that required to produce normal 
sensitivity does not argue the entire inadequacy of 
hearing aids. Measurements show that sounds of 
ordinary loudness, such as speech sounds for exam- 
ple, are of the order of 1,000,000 times the threshold 
intensity. Hence a hearing device which produces 
an amplification of 300 fold without distorting the 
quality of the sound and without the extraneous 
sounds occurring in telephonic devices, would prove 
an extremely valuable aid in any but extreme cases 
of deafness, even though the deaf ear thus aided 
would be much less sensitive to faint sounds than 
are normal ears. 

DR. J. GORDON WILSON and JOHN P. MIN- 
TON presented a paper entitled: “The Minimum Au- 
dibility of Hearing in Normal and Defective Ears.” 

Abtsract 
Only within the last few years has there been any 
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marked attempt to study deficiency of hearing by 
the use of precise physical measurements carried 
on by a physicist in co-operation with an otologist. 
The work which the writers have been carrying on 
during the past two years is an example of such a 
co-operation, which it is hoped will be productive of 
an increase in our knowledge, physical and physio- 
jogical of audition. The correlation of data, taken 
by a physicist and by an otologist, promises to yield 
results of fundamental importance and of practical 
value. This work has been made possible through 
the development during recent years of the vacuum 
tubes and through the increased knowledge of tele- 
phone receivers. 

Experimental method: The audion oscillator, a 
telephone receiver tuned to a natural period above 
the range over which the tests are being made, and 
a Wheatstone bridge circuit are employed to make 
measurements of the current which makes audible, 
tcnal vibrations in the telephone receiver. The 
electrical and the vibrational characteristics of the 
receivers are determined so that the vibrational 
energy of the diaphragm can be calculated for ears 
with normal or defective hearing. Curves are then 
plotted showing the reciprocal of the minimum 
audible energy at the different pitches up to 5,000 
d.v. Curves are also plotted for ears with deficient 
hearing showing at the different pitches how much 
more current through the receiver is required for 
the patients to hear than is required by a norma! 
ear; such curves show the relative minimum audible 
current at the various pitches compared with the 
normal. 

Experimental results: Tests which have been 
nade on normal ears, that is, ears which when 
examined by an otologist show no physiological 
defect, show that the maxima of sensitivity occur at 
various pitches, but these maxima are not in the 
same positions for all ears. There is also a wide 
difference in sensitivity among normal ears, but in 
general they are all alike in that they are most sen- 
sitive from 300 d. v. to 5,000 d. v., the range in 
pitch which covers the regions most important for 
speech and music. By precise physical measure- 
ments we become amazed at the extreme sensitivity 
of normal ears compared with the extreme insensi- 
tiveness of abnormal ears; thus it may require a 
sound energy as much as 50 million times above the 
normal for the patient with nerve deficiencies to 
detect, say, a pitch of 4,000 d. v. 

A large number of curves have been taken on 
abnormal! ears and these curves have been correlated 
with the otological findings. Internal ear deafness 
‘nerve deafness) shows a depression in the higher 
frequency range (say 3,000 d. v. and above) without 
changing the sensitivity at the lower frequencies. 

Curves for middle ear deafness involve primarily 
the lower ranges and are characterized by a larger 
decrease in hearing for the lower tones, near 1,000 
d. v. than for the higher tones, say above 3,000 d. v. 
The patients may have serious internal ear deafness 
with little or no knowledge of it but middle ear 
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deafness since it reduces the sensitivity for tones 
important for speech perception makes one con- 
scious of trouble as soon as the middle ear begins 
to be involved. In diseases involving the middle 
and internal ear, it is difficult to say how much of 
the deafness is due to the middle ear and how much 
is due to the internal ear. 

Theoretical bearing: The theoretical bearing of 
the data so obtained has been discussed elsewhere. 
(Wilson and Minton: The Proceedings of the Chi- 
cago Institute of Medicine, pp. 157-171, 1921; Min- 
ton, John P., Proceedings of the National Academy 
of Arts and Sciences, September, 1921; Physical 
Review for 1922). It is sufficient here to say that 
by correlating the data so obtained in a study of 
toth normal and abnormal ears much light has been 
thrown on the manner in which the ear appears to 
function physically.” 


DISCUSSION. 
MR. VERNE O. KNUDSEN, Department of Physics, Uni- 


versity of Chicago, opened the discussion and said that a tele- 
phone receiver energized by a current from a vacuum tube 
oscillator is used as a source of sound for determining the 
sensibility of the ear to small differences of loudness and pitch. 
Tones varying in frequency from 30 d. v. to 20,000 d. v. are 
produced by the oscillator. By means of a divided resistance 
circuit the intensity of the tones can be varied by any desirable 
and measureable intervals from the threshold values up to very 
high values. 

Some auxiliary experiments showed that the acoustical energy 
developed by the receiver diaphragm is directly proportional to 
the electrical energy which actuates it. The electrical energy is 
therefore a convenient measure of the relative acoustical energy 
developed by the receiver diaphragm. 

Data that have been taken thus far on a limited number of 
ears show that the sensibility of the ear to small differences 
of intensity, measured by the ratio of the smallest perceptible 

AE 
increment in energy to the total energy, - 


E 


1. Dependent upon the intensity. The ratio — decreases 
E 
as the intensity increases. For a wide range of moderate and 
high frequencies the sensibility is nearly constant. Its value 
for ordinary frequencies is roughly 0.10. 

2. Nearly independent of the frequency between 100 d.v 
and 4,000 d.v. 

3. Nearly the same for all normal ears 

The sensibility of the ear to small differences of frequency, 
measured by the ratio of the smallest perceptible increment of 
frequency to the whole frequency, is: 

1. Dependent upon the intensity. 

2. Dependent upon the frequency. The sensibility ratio de- 
creases from about 0.01 at 50 d.v. to about 0.002 at 1,000 d.v. 
(for a single ear). For higher frequencies the ratio increases. 

3. Dependent upon the mode of reception. Binaural recep- 
tion yields a resolving power which is about twice as high as 
the resolving power of a single ear. 

4. Only approximately the same for different individuals. 

From these data it may be inferred that the average normal 
ear can distinguish about 400 graduations of loudness (for pure 
tones of moderate loudness), and over a frequency range of ten 
octaves (20 d.v. to 20,000) the average pair of ears can dis- 
tinguish about 5,000 musical intervals or gradations of pitch. 

DR. J. HOLINGER asked how the flexible tubes influenced 
the transmissibility of the sound in the hearing device, and 
whether the smoothness or roughness of the inside of the tube 
had any influence. 

DR. SABINE, replying to Dr. Holinger, said that the tests 
as he made them did not bear directly on that point. Theoreti- 
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cally the smoothness or roughness would have some. influence 
but this effect would be relatively small. 

DR. ALFRED LEWY recalled one case which was a stapes 
anklyosis in which the labyrinthine symptoms were not clear- 
cut and neither were the tests of the hearing clear enough t 
be certain o fthe diagnosis. Mr. Minton’s diagnosis was 
spongification of the capsule and he wondered whether this had 
not affected the labyrinth ‘sufficiently to interfere with the 
function of the vestibular nerve. 

Dr. Lewy thought the greatest practical value of Mr. Min- 
ton’s work rested in the check that could be maintained on the 
improvement under treatment. He considered this work of 
great practical value in this way. 

In Mr. Knudsen’s work, his findings with his much more 
accurate exactly with Dr. 
Lewy’s experience with the monochord. 

MR. SABINE said, in cases of incipient otosclerosis it had 
eccurred to him that a remedial effect might be obtained by 
stimulation of the ear by intense sounds, and asked the opinion 
of the members as to whether there was any rational basis for 
this belief. 

DR. SONNENSCHEIN said that in the minds of the gen 
eral practitioners the idea of otosclerosis was that of an actual 
The condition is really 


instrument corresponded almost 


sclerosis, but this was a misnomer. 
a spongification of the bone and its replacement by a very vas- 
cular bone, which interferes with the movement of the stapes. 
Many methods and devices have been used without avail to 
overcome this condition. 

DR. JOSEPH C. BECK said, the point about the patholog- 
ical change in otosclerosis and other conditions around the foot- 
plate of the stapes seemed to be not pertinent to the otsclerosis 
but to other changes of inflammatory character whereby the 
stimulation by sound would be of value. He thought all would 
agree that the difficulty with many people possibly is that 
very early, when they hear but do not understand, they get 
into the habit of not listening and so by stimulating them. by 
insisting upon their listening to tuning-forks both by bone and 
air conduction, this would be of considerable value in the ab- 
sorption of the inflammatory by-products. 

Dr. Beck also called attention to the commercial houses that 
grasp such devices as this, and that there 
oscillator for therapeutic purposes making a buzzing sound for 
It seems that people gen- 


scientific is an 
producing hyperemia and absorption. 
erally are after some device for improving the hearing. In his 
practice he recommends devices, particularly those of electrical 
nature, and thought that people get a great deal of benefit 
from them. 

DR. A. A. HAYDEN said it has been his privilege to view 
rather intimately the feelings with which the people affected 
with deafness take up artificial means of hearing. While many 
of his patients are greatly aided by these electrical devices as 
well as by other aids to hearing— speaking tubes, etc., he 
finds great reluctance on the part of nearly all these people to 
make use of these devices on account of the rather conspicuous 
It appeared that the people who are hard of hear- 
their defect 


appearance. 
ing would rather 
devices. 

In regard to the exercise of the function of hearing with 
the idea of improving it, Dr. Hayden thought there were a 
number of facts that militated against it. He did not be- 
lieve that the use of the cochlea could increase its efficiency 
any more than the retina with a hemorrhage 
would increase the individual’s perception of light in that por- 
tion of the retina. He looked with the utmost skepticism for 
relief of loss of hearing from exercising with sound. 

DR. MINTON stated that in 
middle and internal ear deafness he had noticed that stimula- 
tion with sounds at certain pitches had brought about suffi- 
cient temporary improvement to enable the patient to detect 
a sound about % as intense as before. They might require 
a relative receiver current of perhaps 1,000 initially, but while 
testing the patient this value may decrease to perhaps 500. 
This improvement is but temporary for when the patient re- 
turns for testing the next time the original value, e. g. 1,000, 
is obtained. It is not likely that we can obtain any per- 
manent improvement in hearing by this means. 
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thought Dr. Shambaugh ha’ 
nerve deafness the 


MR. PAUL E. SABINE 
made the statement that in 
speaking tube might prove helpful, whereas in cases of middlx 
ear defect the electrica! device would be helpful. 

DR. HOLINGER said that he knew of many instances of 
middle ear deafness where the patient would not part wit 
dollars, whereas a: 
tried 


cases of 


million 
deafness had 


the electrical apparatus for a 
elderly gentleman with 
them and thrown them away. 


nerve many 


He drew attention to the interesting cases of diplacusis 
where the patient perceived a certain sound in different pit 

with the two ears. He tested an organ player who had | 
give up his profession on account of diplacusis which re: 
dered his playing to himself and the community painfully di. 
Dr. Holinger tried to produce consonants by vary 
forks before both ears, and found 


sonant, 
ing the pitch of the 
variance in pitch of two to six tones in the two ears. 

MR. SABINE thought this might be due to the fact that 
the maximum sensitiveness of the ear occurs normally for 
those tones for which the telephone is most effective, and for 
that reason the patient with nerve deafness would not lx 
benefited by the large amplifications of these tones. 

In one patient he had found the defect mentioned by D 
Holinger and, since the deafness came on, even though sh: 


could hear music, it was very unsatisfactory. There was ay 


parently a difference in pitch of the same tone when heard i: 
the two ears. There might be a 
difference in intensity is ever interpreted as a difference 
pitch. 

MR. VERNE KNUDSEN sstated that one of the students 
at the University had told him that the sustained tones of 


possible explanation if 


the violins at the Tivoli were heard differently by the tw 


ears. Examination in the laboratory proved that the same 
tones were heard a semitone higher by his right ear than 
his left ear. His left ear was probably the affected onc 
since his pitch identification with his right ear agreed wit 
normal ear identification. 

Two or three weeks later he noticed that the effect ha 
disappeared, and five months later 
that he heard normally with either ear. 

DR. MINTON thought that the explanation of the differ 


because the two ears may possess quite 


laboratory tests showe 


ence 
different sensitivities and if the tones are not absolutely pure 


possibly was 


tone with the good ear and 


a patient may hear a certain 
quite a different one with the 
threshold of audition, the sense of pitch vanishes, and it is 
impossible to make accurate judgment of pitch difference near 
this limit. For much above the 
threshold value it is absolutely necessary first to adjust th« 
intensity so that heard wih loudness 
when listening with one ear and then with the other one 
When this adjustment is made one can then test to see if 
tone sounds of the same pitch in both ears. These requisites 
make it practically impossible for the otologists to secure any 
reliable data on the so-called phenomenon of diplacusis. 

DR. GEO. W. BOOT thought that the very fact that 
diplacusis occurs was one of the best evidences that there 
If the portion of th 


poor ear, since, near the 


tones whose intensity is 


the tones are equal 


is a physical resonator in the ear. 
resonator, for instance, that responds to C 2 normally, 
weighted by some exudate, it no longer 
but to some tone lower in pitch. This explains the situatior 
that occurs in diplacusis, for the lower pitch, say C 1, caus« 
the resonator on one side that normally responds to C 1 
resonator that n 
( 


responds to ( 


functionate and on the other side the 
mally responds to C 2 so that the tone C 1 is heard as 
and C 2 at the same time. 

With regard to exercising the hearing in 
cause the return of normal function, Dr. Boot said if th 
ear was massaged there was improvement for a half how 
and then the condition was worse than before. Not long ag 
he had a patient in an advanced stage of otosclerosis 
received a blow on the head and at once her hearing becanm« 
very much better, to the temporary discredit of the doct 
who had given an unfavorable prognosis, but in less thar 
two weeks her hearing was as bad as ever. 

With regard to hearing instruments, Dr. 


otosclerosis t 


She 


believed 


Boot 
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patients with nerve deafness were not apt to be much bene- 
fited by the electrical instruments. Patients with fixation of 
the stapes and increased bone conduction 

better, for the instruments rests firmly against the side of 
the head and the waves can get in by 
ductoin. 

DR. MINTON was of the opinion that the 
theories of the phenqmena of audition are wholly unsatisfac- 
ory and are rejected by the physicists who based their con- 
lusions upon physical Otologists 
usually believe that deaf people hear with a telephone against 


were apt to hear 


sound bone con- 


mechanical 


precise measurements. 


the ear because of bone conduction. There is no physical 


basis for such a belief. Numerous tests have been made to 


detect “bone conduction” when a receiver is placed on the 


ear. Negative results obtained The real ex- 
placed 
radiates all its sound energy directly into the auditory meatus 


und little or 


are always 


planation is that the telephone, when over the ear, 


none of the sound energy is lost to the sur- 
rounding space. 

DR. J. GORDON WILSON said that 
observed a great 
(explosion). A 


during the war he 


many men made deaf by shell concussion 


number of these men were improved by 
stimulating the auditory tract by pure tones conducted through 
the mastoid bone if very deaf, or through the air if not so 
They improved to a considerable degree but not en- 
and kept this improvement. This subject was dis- 
cussed in a lecture before the Harvey Society in New York 
in 1917 and published in their series of lectures. 

DR. SONNENSCHEIN emphasized the fact that it is very 
important for otologists to know more about acoustics and tne 
diagnosis of such symptoms coming within their sphere. 


deat. 


tirely, 


CHICAGO LARYNGOLOGICAL AND 
OTOLOGICAL SOCIETY 


The regular monthly meeting of the Chicago 
Laryngological and Otological Society was held on 
Monday evening, January 9, 1922, at the Hotel Sher- 
man, at 8:00 o’clock. 

The president, Dr. Robert Sonnenschein, in the 
chair. 

Case 1: Dr. Charles H. Long presented a case 
ol pulsating sphenoid. His reasons for presenting 
this patient were two-fold. First, he discovered 
that he had escaped a bad result from the treatment; 
second, he discovered the pulsating sphenoid. The 
patient was a man of 59 years who was referred to 
him because of deafness and tinnitus in the right 
car. Examination revealed an ethmoiditis with a 
muco-purulent discharge down the middle turbi- 
nate. About the 19th of December he exenterated 
the ethmoid and along the anterior third of the 
turbinate was a mass of granulations toward the 
frontal He opened the frontal cells and 
when the middle turbinate was removed with the 
ethmoid cells he noticed a discharge from the sphe- 
roid. He wiped this out and there was a severe 
reaction, The man had a badly developed septum 
former traumatism. 


sinus. 


from a The following day 
the right eye was projected and swollen, red and 
congested. He spent several sleepless nights fol- 
lowing the operation and had considerable pain, not 
only in the back of the head but through the eye. 
The ordinary treatment was used,—washing out the 
nose with saline and using a hot water bag to the 
tye. About a week after the operation he syringed 
the sphenoid and the reaction from this put the 
patient back to bed. He reported at the office two 
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days later and it was then seen that he had a pul- 
sating spkenoid. 


The cause of the pulsation was not altogether 


clear and it was not clear why he got projection of 
and cellulitis, unless the membrane be- 
tween the orbit and nose was perforated, or else in 
the sphenoid there was no bony membrane between 
that and the carotid, or there was 
necrosis of the external portion of the sphenoid and 
possibly some pulsation of the brain, or a tumor. 
There was no pain and the hearing in the left ear 
was normal, 


the eye 


internal else 


In the right ear he could hear an ordi- 
nary conversational voice at ten feet and the whis- 
pered voice at four feet. 

Dr. G. W. 
the cavity. 

Dr. Long replied that he did not know. After 
having wiped the cavity out he was satisfied to 
icave it alone. 


Soot asked if the carotid was bare in 


Dr. Edward P. Norcross presented a paper en- 
titled: “A Case of Acute Mastoiditis with Unusual 
Complications.” 

The subject of the report was a child three and a 
half years of age, of unusual mentality. About four 
weeks prior to Dr. Norcross’ first examination she 
had contracted a head cold, followed by a 
otitis media purulenta. 


right 
Paracentesis was followed 
by diffuse muco-purulent discharge. Two weeks 
later the patient had a sudden rise in temperature, 
complained of pain in head and dysphagia. Exam- 
ination of the throat revealed a retropharyngeal ab- 
scess on the right side, which ruptured spontane- 
ously. The child’s condition then improved until 
one month after the onset of the otitis media. At 
that time the temperature was 101.6°F., pulse 120 
She was irritable and complained of pain in the 
right side of her head. 
her head because her neck hurt her. There was no 
neck rigidity and with the exception of a paresis 
of the right external rectus, no evidence of para- 
The There was a 
profuse purulent discharge from the right external 
auditory canal and well marked tenderness over the 
mastoid antrum and tip. The throat clear. 
The tonsils had been removed the year before. 

A simple mastoid operation revealed an antrum 
full of pus, which extended throughout the broken 
down cells, forming a well of pus at the tip. As 
the surrounding bone was hard neither the latera! 
sinus nor the dura was exposed. 


When she moved she held 


iysis. reflexes were normal, 


was 


Following this operation the temperature became 
normal but the child did not regain her strength 
and continued to be irritable. 
creased but did not cease. 
show healthy granulation. 
in the right eye were complained of for about a 
week. The W. B. C. remained at about 17,000 and 
the hemoglobin at 65 per cent; R. B. C. 3,500,000. 

Ten days after the operation the temperature rose 
to 103°F. and the blood count was 26,000. 
The child complained of pain in the neck and dys- 
phagia. Examination of the throat disclosed an- 


The discharge de- 
The wound did not 
Double vision and pain 


white 
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other large retropharyngeal swelling extending up- 
wards into the postnasal space. Incisions into this 
mass resulted in the evacuation of about one-half 
ounce of thick, creamy pus. Cultures showed long 
chain streptococci, which did not change blood. The 
white blood count dropped to 14,000. 

X-ray examination of the cervical spine showed 
no disease of the vertebrae. The patient continued 
for another two weeks in fairly good condition but 
the discharge from the wound and external canal 
persisted. The W. B. C. again rose to 20,000. 

Dr. Norval Pierce was called in consultation and 
because of the protracted course and continued dis- 
charge the mastoid wound was reopened. A healthy 
dura and sinus were exposed but as the cavum tym- 
panum was filled with necrotic tissue the simple 
mastoid operation was turned into a radical one. 

Following this the patient improved rapidly and 
was discharged from the hospital in two weeks. 
When last seen at the office she was happy and 
good natured, submitted kindly to the ear dressing 
and presented the picture of a normal, healthy child. 
Three weeks later the mother telephoned that the 
child had become very angry about obeying some 
command, screaming, kicking and scratching her 
mother. After she had been quieted her mother 
observed that she did not appear able to call fa- 
miliar objects by name. Otherwise, there was no 
change in her condition. Careful examination re- 
vealed no change in reflexes or eyegrounds, but she 
could not or would not tell the names of familiar 
objects although she knew what their use was and 
recognized the name when it was spoken. The 
temperature showed a tendency to be subnormal. 
The pulse was occasionally retarded. At times the 
child complained of pain in her head, more pro- 
nounced at the left side. 

About ten days later she began to show some 
weakness on the right side of the body, first in 
the facial muscles and then in the leg. The grip in 
the hands remained about equal. There was a 
tendency to convergent strabismus and diplopia, 
with slight bilateral papillitis. There was no in- 
crease in headache or speech disturbance. The fol- 
lowing day there was a noticeable weakness in the 
right arm and the patient suddenly had a convul- 
sion involving all the extremities. She did not re- 
gain consciousness. A trephine opening was made 
over the left temporal sphenoidal lobe. The brain 
was bulging. Incision into its substance was fol- 
lowed by a very copious discharge of thick pus. 
The patient died about fourteen hours later. 

Postmortem examination of the brain showed 
two large abscesses. The older and outer one 
situated in the temporal-sphenoidal and occipital 
lobes, measured 10 cm, anterio-posteriorly and was 
6 cm. wide at its widest part. It reached from a 
point 1 cm. in front of the optic chiasm to a point 
4 cm. from the tip of the occipital lobe. A second 
abscess, smaller and more recent in origin was situ- 
ated mesially to this large one. A direct connection 
could not be found between these abscess cavities. 
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The diagnosis of the left brain abscess was based 
upon the symptoms of paralysis of the right facial 
muscles and right arm. The most remarkable point 
was the occurrence of an abscess in the left hemis- 
phere from a right otitis media. 

The author doubted whether the very mild 
aphasia in a right handed child was sufficient caus: 
for doing an exploratory operation, but felt that had 
the otitis media been located in the left ear the de- 
velopment of such aphasia would have been con- 
sidered sufficient indication for reopening the mas- 
toid and exploring the brain. 


DISCUSSION. 

DR. JOSEPH BECK recalled a case of an abscess occur- 
The pa 
tient gave absolutely no symptoms referable to a temepr 
spenoidal abscess in the side opposite the operated side, but 
died suddenly a week after the operation. Post 
mortem examination showed that it was an old abscess. The 
lining of the abscess cavity was very thick and he thought 
probably the operation activated this old abscess and caused 
a direct extension into the region of the fourth ventricle. 

DR. G. W. BOOT thought a good deal of light might be 
obtained by means of a lumbar puncture, and asked what 
the lumbar puncture in this case showed. 

DR, OTTO STEIN considered it a rather 
plication. When Dr. Dean reported his operation for a 
retropharyngeal abscess by the external method before the 
Society, in discussing the operation Dr. Stein reported a cas« 
under his care similar to the one just reported by Dr. Nor 
cross. 

DR. ROBERT SONNENSCHEIN reported a case seen a 
month and a half ago, in an eight months old infant that 
developed a right-sided otitis media. The right drum mem- 
brane was incised and profuse discharge escaped. 
afterward a retro-tonsillar abscess developed on the right 
side. After this was incised a similar abscess appeared on 
the left, which also was opened, and following this another 
appeared on the right side. Then the right cervical lymph 
glands which had been swollen during the whole illness broken 
down were incised and the patient recovered. Streptococcus 
haemolyticus was found in the pus contained in the glands 

DR. NORCROSS (closing the discussion) said that the 
spinal fluid was under slightly increased pressure. The cell 
count was 10 and the various tests were all negative. Rdént- 
gen examination of the mastoid, spine and skull showed noth- 
ing abnormal. 


ring in the side opposite to the mastoid operation. 


mastoid 


unusual com 


Shortly 


Presentation of Cases of Oto-Laryngological 
Interest 


Case 1: 

DR. HARRY L. POLLOCK presented a young 
lady with a history of having a tooth in the right 
bronchus, 

On June 30, 1921 a tonsillectomy was performed 
in a small city in Ohio. The operation was per- 
formed under general anesthesia, with the patient’s 
head in the operator’s lap. The open method of 
anesthesia was employed first, then the blowing 
method, suction being employed. Just before the 
operation the patient warned the doctor that she 
hed a left cuspid tooth on a pivot, and immediately 
after the operation she discovered that the tooth 
was missing. She recovered from the tonsillectomy 
within a few days and went to her home in Minne- 
sota, and there developed a right-sided pneumonia. 
She recovered from this but still had symptoms 
of cough and pain in the chest. She was then 
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taken to another hospital and told that she had 
tuberculosis, and was treated for this condition. 
She continued to have symptoms of tuberculosis 
but they were unable to find any bacilli. She was 
then sent to St. Paul and for the first time a radio- 
gram was made, which revealed the tooth in the 
right bronchus. 

She then came to Chicago and was seen by Drs. 
Pollock and Beck this being about five months 
after the tooth became imbedded in the bronchus, 
and Dr. Edwin McGinnis was called in to remove 
the tooth. The patient was put under Gwathmey 
synergistic anesthesia, consisting of three hypo- 
dermic injections of 4% grain morphin in two c. c. of 
a 25 per cent. magnesium sulphate solution, one- 
half hour apart. Following the last hypodermic 3 
ounces of ether, with 3 drams of paraldehyde in 3 
ounces of olive oil was introduced into the rectum. 
The magnesium has a synergistic effect on the 
morphin and increases its effects greatly without 
affecting the danger of the morphin. In these cases 
it is almost impossible to give a general anesthesia 
on account of the infection and the pus. The radio- 
gram showed a distinct abscess in the lung. Dr. 
McGinnis passed a bronchoscope and found the ab- 
scess cavity, but could not reach the tooth. It 
was then decided to let some of the inflammation 
subside and then attempt it again, but on the fol- 
lowing day the patient coughed the tooth out. She 
developed a little pleurisy on the right side and a 
little more infiltration but had now completely re- 
covered. 

Case 2: 
Primary Lateral Sinus Thrombosis of Jugular 
Without Apparent Otitis Media 

DR. POLLOCK presented a boy who was first 
seen on March 10, 1921. He had then had a cold, 
and pain in the left ear for about a week. 
ate degree of otitis media was present. The child 
was very unruly. The mother was advised to keep 
him in the hospital but he would not stay. He 
was reported to be better the following day but 
two days later the pain was worse and he was 
again brought to the hospital. Upon the second 
examination the ear was still red, there was no 
bulging of the membrane, and hearing was poor. 
The temperature was 100 to 101° F. He was kept 
in the hospital and hot compresses were applied. 
The second day afterward a thick, hard, painful 
swelling was noticed down the neck and a diagnosis 
of lateral sinus thrombosis, with extension to the 
jugular, was made. The following day the sinus 
was opened and thrombus removed. The jugular 
was ligated and the boy made an uneventful re- 
covery. There was never a perforation of the ear 
drum nor any discharge from the ear. The ear was 
ted but there was never any bulging. There was 
very little pus in the antrum, but it went through 
the middle ear into the lateral sinus. The boy’s hear- 
ing at the time of presentation was perfect. 

In this case the Beck-Crowe test, made by com- 


A moder- 
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pressing the opposite jugular, gave a positive result. 
There was great dilatation of the blood vessels on 
both sides. There were no symptoms of meningitis. 
The jugular was not dissected, but simply ligated 
down low. A _ small abscess formed which was 
drained two days later. The wound was left wide 
open and permitted to granulate in. 

The morning of the operation the temperature 
ran up to 102-194°F. As soon as the operation was 
finished, although the bed was prepared with hot 
bottles and blankets, the boy had a terrific chill 
just as he came out of the anesthesia. The temper- 
ature never went up following this but remained 
practically normal the rest of the time. 

Case 3: 
Atrophic Rhinitis 

DR. POLLOCK said the disease had lasted for 
several years. Dr. Beck had performed a bilateral 
ethmoid exenteration. from 
this the patient decided to go further with the 
treatment and have the place left by the exenter- 
ation filled in. They always do the ethmoidectomy 
by the Mosher method, with the middle turbinate 
intact. There was pronounced atrophy on both 
They then implanted into the septum an- 


Following recovery 


sides. 
other septum from a previously operated case. 

In this work they had carried out a series of 
experiments previously in trying to fill in this space, 
starting with paraffin. This proved unsatisfactory 
in most cases and they then tried other substances. 
The first thing tried out was the implantation of 
fascia lata. This was satisfactory except that it 
was so small. In the first case they took both 
fascia latas and implanted them on one side, but 
they shrunk to almost nothing. Following this they 
tried a fascia from another individual but had very 
little success with this method. Most of them 
sloughed out. They then tried another method of 
doing a submucous operaticn on one side and then 
implanting the substance between the bony and 
cartillaginous septum. It does no good to put 
the implant up high because the atrophic condition 
is down They next tried the plug that has 
been used in osteomalacia, consisting of paraffin 
todoform and wax. This makes a hard substance 
that has been used in osteomyelitis, but in their 
work it did not prove satisfactory, as it all sloughed 
out. So they resorted to the implantation of an- 
other septum from a previously operated case. 
They have done this in probably thirty cases and 
only one or two have sloughed out. The rest have 
healed beautifully. At first they tried to do both 
sides at once but found that it took away the nutri- 
tion from the septum to remove both flaps, a small 
perforation followed and bone and _ artillage 
sloughed out, so they now do one side at a time. 


low. 


This patient was operated on the right side about 
three months previously and immediately showed 
improvement. The odor disappeared entirely but 
the other side became worse. They then operated 
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on the left side and at present there was bulging 
on both sides. 

It is sometimes 
in this operation. 


necessary to use two septums 
On the right side they made an 
incision far to the back so they could make one 
in front and dissect up the perichondrium and im- 
piant a second septum if it proved necessary. 

The result was lessening of the discharge and 
disappearance of the odor. It had been a year and 
a half since they operated the first case and with 
one or two exceptions they had no infection. 

DISCUSSION. 

DR. H. R. BOETTCHER asked if they 
incision. 

DR. POLLOCK replied that they little collodion 
and cotton and a Burnay splint was then kept in for twenty- 
four hours. The fascia was not used for a few hours after 
removal, but in all 
ethmoldectomy 


closed the initial 


used a 


these cases operated after the primary 
until they got a submucous that 
they knew to be free from infection and then implanted it 
within five minutes. 

DR. JOHN A. CAVANAUGH stated that he had operated 
several cases, using the method advocated by Dr. Pollock, but 
his results were not 


they waited 


as satisfactory. 
Case 4: 
Pulsating Artery in Left Pharyngeal Wall 

DR. POLLOCK presented a woman with tinnitus 
in the right ear and right-sided otitis media. Ex- 
amination of the nose and throat showed marked 
pulsation behind the posterior pillar, with a 
nounced bruit on the left side. He believed this 
was not an anomalous artery but an aneurysm on 
the left side with an otitis media on the left. The 
tinnitus was probably due to the otitis media. 
Case 5: 


pro- 


Pituitary Dystrophy 

DR. JOSEPH C. BECK presented a child aged 
9 years who was almost completely blind. There 
was a history of severe headaches, vomiting and 
all symptoms of brain tumor. The child was very 
fat and entirely unable to walk, his feet being un- 
able to bear his weight. He presented the typical 
pituitary dystrophy. The 
blindness had developed rapidly, with a sudden dis- 
appearance of the pressure 
vomiting and headache. 
paired at all. 


Froelich syndrome of 


symptoms, nausea, 
The intellect was not im- 


The child answered questions freely 


and sang and recited in an almost precocious way. 
(Demonstrated.) 


After making a diagnosis of hypophseal tumor, 
by X-ray and other findings, which had broken 
down into the sphenoid sinus region without ob- 
structing the breathing, they performed a_ sub- 
temporal decompression to see what result would 
be obtained. Light perceotion was restored but he 
was still unable to walk. 

Dr. Beck asked for an expression of opinion 
as to whether they should now do an intranasal 
operation. 

In reply to a question as to why he did not use 
radium, Dr. Beck said he had not thought of trying 
it in this case. He believed ductless gland therapy 
would be of no avail and thought the only question 
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was whether further operation should be attempted. 
A neurologist had expressed the opinion that there 
was nothing to be done and concurred in the 
diagnosis. (Note: Since the above presentation 
Dr. Beck operated upon the boy by way of the 
cranial route and found no evidence of a tumor i 
the region of the hypophysis. The boy appeared to 
have much distended lateral ventricles. Hy, 
Gid very poorly after the operation and two weeks 
later died from symptoms of a low-grade meningitis 
which postmorten findings confirmed. 


very 


There were 
no changes in the sella turcia but marked internal 
hydrocephalus was present.) 
Case 6: 
Carcinoma of the Larynx; Laryngectomy 

DR. BECK. next presented a man with a history 
of a growth in the larynx which had persisted for 
several months. This was tréated by a local special- 
but he was finally referred to a large privat 
clinic where a laryngotomy was performed and was 
subsequently rayed with large doses of radium 
emanations. There was a recurrence and he was 
given more large doses of radium emanations and 
was then told that was all that could be done. Thy 
patient was then reterred to Drs. Beck and Polloc! 
because of choking sensations and Dr. Pollock did 
a hurried tracheotomy. 


ist 


Following this they fed 
him up for a week or ten days, until he was in 
condition for a laryngectomy. 

Digression: One of the interesting features 
about the case was that the operation 
under what is termed synergistic anesthesia of 
Gwathmey. Dr. Beck reported fifty cases operated 
under this synergistic anesthesia, and exhibited a 
chart of the 


was dom 


cases. The operations were the or- 
dinary ones of the nose and throat as, for instance, 
tensils, septum, turbinectomy and ethmoidal exen 
terations, as well as the border-line and major oper- 
ations about the head and neck. He stated without 
hesitation that he had never tried anything in th 
way of an anesthetic that worked so 
He had performed plastic operations without any 
pain whatever. They had found it 
necessary to give some additional ether or gas, as 
Gwathmey had stated in his articles. He 

effects 
very 


beautifully 
sometimes 


believed 
there was no danger of toxic from this 
method and that there 
effects of any kind. 


were few untoward 


In one case there was soni 
irritation of the rectum for a day or two and 
one case mild infectious abscesses developed at the 
site of injection. They had not used this method 
in children but for a general anesthesia, like a sinus 
operation, where the patient could be kept suffi- 
ciently conscious to be able to answer questions, 
blow the nose, etc, he has never seen anything 
to equal it. 

In the patient presented the operation was done 
according to the Gluck method. Thev found that 
the growth was entirely intralaryngeal, not extend- 
ing to the outside at all, and he felt that there 
would be no recurrence. They had used no radium 
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and would not as long as things remained in normal 
condition. The man had developed erysipelas in the 
course of the treatment, from which he completely 
recovered. 

Another interesting thing about the case was the 
matter of feeding, which was done by an Ewald 
duodenal tube in the beginning, but the patient was 
now able to take ice cream and some other things 
without the tube. 


Case 7: Hyperesthetic Rhinitis 

DR. BECK presented this patient because of the 
work which had been done by Dr. Arnold B. Kauf- 
man in this disorder. The treatment of hyperes- 
thetic rhinitis was considered practically hopeless 
according to old methods. He asked that the 
privilege of the floor be extended to Dr. Kaufman 
so that he might speak of his treatment of these 
interesting and difficult cases. 
Case 8: Paraffinoma 

DR. HARRY L. POLLOCK presented a patient 
who had sustained a broken 
in a “saddle nose” 


resulted 
a surgeon had endeavored to 
remedy this condition by injecting paraffin and the 
patient now had a real paraffinoma. The nose was 
1ed and in worse condition than before this oper- 
ation. The skin was infiltrated and the growth was 
adherent to the tissues. 


nose, which 


They intended to remove 
the entire mass, right down to the nasal bone and 
do a plastic operation as these tumors frequently 


hecome malignant. 
DISCUSSION 
DR. ARNOLD B. KAUFFMAN said the 


during the past 


case presented 


was one of a series of types in which 
they had attempted to determine what part, if any, deficiency 


disease may play in producing any pathological state or mal 


year 


functioning of parts in the ear, nose and throat, other than 
the growth of saprophytes or 
They have made an effort 
deficiencies, 
nasal and 


fertile soil for pathogenic or- 


ganisms. to observe the possible 


relationship of dietary particularly vitamin de- 
which 
pathologically 


directly 


iwiencies—to various aural conditions were 


of more or less unknown etiology and which 


showed changes not of an inflammatory nature nor 


to bacterial invasion. Of these, hyperplastic ethmoiditis 
and otosclerosis appeared to be the most conspicuous. 

they found the 
of absorption—the bone cystic 
process. These pathological 
found in other well define’ 
hypothetical they 
given to one group of typical cases, a dietary rich in water 
soluble B and C vitamines, while in the second group, there 
added to their dietary 
the fat soluble A 
no particular improvement, 
regan to 


In hyperplastic ethmoiditis, histologically, 
changes those 
er thickened by a _ rarefying 
unlike those 


diseases, so on this 


osseous were 
changes are not 


deficiency basis have 


cod-liver oil, which is 
The first 
while the second 
show definite amelioration of 
fore, on the basis that in this 
deficiency in the fat soluble vitamin—they had determined 
the inorganic phosphorous content of the blood because of 
the fact that investigations at the Johns Hopkins Hospital 
give sufficient basis to assume that the level of blood phos- 
phates is determined in part by the amount of fat soluble 
A vitamin available for the body their results 
have shown for the most part a blood 
phosphate content. 

In oto-sclerosis they had more basis for the assumption 
that the condition may be a manifestation of a deficiency 
disease because of the analogy of the pathology in rickets and 
in this condition it must be borne in mind, that 
although a condition of early infancy and 


was simply 


abundant in vitamin. group 
showed 


} 


group 
There 


there may be a 


symptoms. 
condition 


needs, and 


diminution in the 


in rickets, 


childhood 
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affecting young bones, there are definite changes in the tem- 
poral bone. Mayer in his recent book on oto-sclerosis, studied 
the changes in the temporal bone in a 9 months’ old infant 
with well advanced rickets. He found a bony de 
generation in the cartilage about the oval window, and that 
the newly formed bony tissue in the region of the oval win 
dow remains uncalcified, the defect being a lack of 
tion rather than the formation of cells. 


definite 


calcifica 


Here, then, in rickets, a disease of childhood, 


20th and 


infancy an 
and oto-sclerosis, a condition existing between the 
50th years of life, changes occur in bone that 
although end-results are not quite 
Furthermore, it is known that rickets is essentially 


the temporal 
are not 
identical. 

a dietetic centered on the role of 
more specifically on the fat 


dissimilar, their 


disorder, vitamines and 
A vitamin; that it can 
be produced experimentally by diets deficient in this vitamin, 
and has been cured and 


soluble 


prevented by the administration of 
cod liver oil, which contains the deficient accessory. 


(To be continued) 


GREENE COUNTY 

The Greene County Medical Society met in White 
Hall on Sept. 8, 1922. The meeting was called to 
order by the President, Dr. E. J. Peck, at the city 
hall for the transaction of business. 


The minutes 
of the last meeting were read and approved. A 
motion prevailed that we as a Society co-operate 


mn every way with the State Department of Public 
Health in reporting communicable and 
especially in the matter of reporting births, still 
births and deaths. The matter of the 25 cent fee 
that the physican was paid in former years for 
making out and forwarding these reports was 
discussed. It was the consensus of opinion that 
the 25 cent feet paid the city or road clerk should 
be paid the physician in as much as he assumes all 
the trouble of obtaining the record and the addi- 
tional trouble and expense of mailing the certifi- 
cates, 


diseases, 


The frequency of the physician being called in 
acute cases just before death, after having been 
attended by an Osteopath and other cults, and the 
writing of death certicates in such cases by the 
M. D. was freely discussed. Dr. Burns of Carroll- 
ton suggested that these cases were Coroner cases, 
that the physician did not know what damage the 
Osteopath has done in the and he should 
refuse to sign the death certificate, and insist on 
an inquest by the Coroner. Several 
occurred here that really should be charged up 
to the Osteopath. When death is inevitable they 
retire from the case and the M. D. is called to write 
the death certificate. If all physicians would take 
this stand as suggested, the “no death” claim of the 
Osteopath and other cults would cease. 

The dinner hour having arrived, adjournment 
was taken to Hotel Stocks. After partaking of an 
excellent dinner provided by the physicians of this 
city, the meeting was called to order in the city 
park for the program. Dr. Carl E. Black of Jack 
sonville presented a well-prepared paper on cancer 
of the breast, which was very much appreciated 

Mr. T. E. Allen of Chicago, Field Secretary of 
the American College of Surgeons, gave an excel- 
lent address on his observations as a layman in 


case 


deaths have 
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various parts of the states in his travels. A rising 
vote of thanks was given to both Dr. Black and 
Mr. Allen, 

Dr. W. T. Knox was on the program, but with- 
drew as the hours were well taken up. 

The censors reported in Roadhouse for the next 
meeting. Members present, 12. Visitors, Dr. Carl 
E. Black, of Jacksonville; Dr. Robert Barclay, of 
St. Louis, and Mr. T. E. Allen of Chicago. 

W. T. KNOX, 


Secretary. 


IROQUOIS COUNTY 
The regular meeting of the Iroquois County 
Medical Society was held Friday evening, Septem- 
ber 8, 1922, at the office of the secretary, Dr. R. A. 
Buckner, Gilman. This was the first time the 
beautiful new office building had been used as a 
setting for any business and social activities, and 
it proved to be an ideal place for such an occasion. 

The meeting was called to order by Dr. R. A. 
Buckner, acting chairman, and the minutes of the 
July meeting were read and approved. Since there 
was no business to come before the assembly, the 
evening’s program was opened by Dr. Louis J. Pol- 
ferential Diagnosis and Treatmen, Cerebralhage,r 
lock, of Chicago. Dr. Pollock’s subject, “Differential 
Diagnosis and Treatment, Cerebral 
Embolism, and Thrombosis” deeply appre- 
ciated by the audience. Short discussions by Drs. 
3uckner, Ross and Woodyatt, were followed by a 
few minutes of recess, during which the doctors 
enjoyed some iced punch which had been provided 
for their refreshment. 

The second half of the meeting was occupied by 
Dr. Rollin T. Woodyatt, also of Chicago. Dr. 
Woodyatt is an internationally known authority on 
the subject of “Diabetes,” and his paper proved of 
more than special interest to the doctors present. 
Following short discussions by Drs. Buckner and 
Ross, a vote of thanks was tendered the speakers 
and the meeting adjourned to reassemble at the 
home of Dr. R. A. Buckner, where a roast duck 
dinner was served. 

Fifteen 
attendance. 


Hemorrhage, 
was 


members and eight guests were in 
DR. R. A. BUCKNER, 
Secy. & Treas. 


Marriages 


SAMUEL JacoB ALDEN to Miss Helene Smith, 
both of Chicago, September 9. 

Leo Jonun Fun. to Miss Margaret A. Evans, 
both of Chicago, August 31. 


Mavrice J. Suerman to Miss Rae Vebon, 
both of Chicago, July 19. 
Joun W. Nuzum to Miss Mary Louise Smith, 


both of Chicago, September 2. 


Brrp McPuerson LINNELL to Miss Julia G. 


Zenos, both of Chicago, September 9. 
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Personals 


Dr. William L. Baum returned recently from 
a trip abroad. 

Dr. Cecil M. Jack, Decatur, has been elected 
president of the Macon County Tuberculosis As- 
sociation. 

Dr. William H. Lyford, Port Byron, celebrated 
his eighty-sixth birthday, September 8. 

Dr. J. has returned to the 
United States after a tour of England, Scotland 
and France. 


Edwin Rhodes 


Dr. George W. Michell has resigned as presi- 
dent of the board of school inspectors of Peoria, 
after ten consecutive years and four terms as 
president. The Peoria press gives his adminis- 
tration credit for efficiency in building up a 
school system free from fads and politics. 

Passed Asst.-Surg. Harris E. Powers, U. 8. 
Public Health Service, Louisville, Ky., has been 
appointed to the U. 8. Veterans’ Bureau Hospital, 
No. 30, at Chicago. 

Dr. Duncan F. Stewart, Galva, has been ap- 
pointed coroner of Henry County, to succeed Dr. 
Axel F. Benson, who resigned recently, and will 
reside at Austin. 

Dr. Edmund J. Doering of Chicago has been 
promoted to the rank of colonel, M. O. R. C., by 
President Harding. Dr. Doering passed the 
Army Examining Board in August. 

Dr. Daniel N. Eisendrath, Chicago, read a 
paper on “The New Aspects of Kidney and 
Ureter Surgery” before the Scott County Medical 
Society at Davenport, Iowa, September 5. 

Dr. E. P. Sloan, Bloomington, president 0! 
the Illinois State Medical Society, addressed the 
Madison County Medical Society at Edwarids- 
ville, September 1. The subject of his lecture 
was “Goiter.” 

Mrs. Bertha Logan has resigned as superiti- 
tendent of the La Salle County Tuberculosis 
Sanitarium at Ottawa, in order to devote a year 
to travel. The resignation will be effective 
October 1. Her successor has not yet been ap- 
pointed. 

Dr. James M. Masters has resigned as super- 
intendent of Oak Knoll Sanatorium, Mackinaw, 
and will reopen his sanatorium at Port Orange, 
Fla. Dr. John F. W. Rost of Minier is acting 
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as medical director of Oak Knoll Sanatorium 
until other arrangements are made. 

Dr. Camillo Volini and Dr. Antonio Lagorio, 
both of Chicago, have received the Order of the 
Grand Knight from the king of Italy, for their 
services to humanity. Dr. Volini is director of 
the Italian Red Cross in the United States, and 
Dr. Lagorio is head of the Pasteur Institute, 
Chicago. 

Dr. 
elected secretary of the state advisory health 
hoard to succeed Dr. C. W. Lillie of East St. 
An effort will be made 
to place Illinois in the birth rate area by having 


Edwin P. Sloan, Bloomington, has been 


Louis, who died recently. 


stringent laws passed compelling the registration 
of all births. 

Dr. W. H. Gilmore of Benton, formerly secre- 
tary of the Illinois State Medical Society, at a 
meeting of the Council, September 11, was 
elected councilor for the 9th district, succeeding 
the late Dr. Charles W. Lillie. 

Dr. W. D. Chrisman has sold his practice in 
Bradford to Dr. Clyde Berfield of Toulon and is 
practicing ophthalmology in Sterling. 

Dr. Frank P. Norbury has discontinued his 
office in Springfield and is permanently located 
at the Norbury Sanatorium, Jacksonville, in the 
practice of neuropsychiatry. 





News Notes 


| 


—A. M. Shelton, state director of registration 
and addressed the Council of the 
Illinois State Medical Society, September 11, on 
the problems of his department. 


education, 


It is reported 
that he has asked for the resignations of mem- 
bers on several boards under his jurisdiction. 

—It is rumored that hundreds of physicians 
in Illinois will not receive prescription books at 
the quarterly distribution on account of alleged 
failure to observe the rules of the prohibition 
enforcement officials. 

—Officials of the staff of Sherman Hospital, 
Elgin, were elected last month as follows: Dr. 
E. H. Abbott, chief of staff; Dr. A. E. Me- 
Cornack, vice chief of staff; Dr. H: H. West, 
secretary and treasurer ; 
Drs. W. S. 
Kocher. 

—The Peoria Medical Society has started a 
medical library for which the public library has 


executive committee : 
Brown, L. J. Hughes and Olive 
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;;ovided a room. The entire library of the late 
Dr. Charles Miller is the nucleus of the collec- 
tion which will be managed by the following 
committee: Drs. J. H. Bacon, R. L. Green, 8. M. 
Miller, G. D. Thomas and O. J. Roskoten. 

—A regional conference on tuberculosis and 
public health was held in Carbondale, Septem- 
ber 11-12, by the Illinois Tuberculosis Associa- 
tion. In the 41 counties represented in the 
Southern part of the state there are no public 
sanitariums for treatment of tuberculosis cases. 

—Hynson, Westcott and Dunning, established 
in business at Charles Franklin 
1889, last month moved into a 
magnificent new building at Charles and Chase 
streets. 


and streets, 


Baltimore, in 


The new headquarters represent an in- 
vestment of nearly a quarter million dollars and 
furnish greatly improved 
rapidly increasing business. 


facilities for their 
Mr. H. A. B. Dun- 
ning became a member of the firm in 1901 and 
under his management the manufacturing drug 
department outstripped the other activities of the 
firm until the total business has grown to ap- 
proximately a million dollars annually. 

—A nurses’ training school was opened, Sep- 
tember 15, at the Lincoln State School 
Colony at Lincoln. 

—The Holden Hospital, Carbondale, has been 
appraised with the idea of issuing bonds for new 
buildings and improvements. An expenditure of 
$50,000 is contemplated. 

—It is announced in the Davenport Times that 
Dr. Prudence Sterck, Moline, arrested several 
weeks ago in Davenport on a statutory charge, 
was fined $200 and costs, August 22. 

—Under the will of Delavan Smith, publisher 
of the Indianapolis News, $100,000 is bequeathed 
to the Lake Forest Hospital, Lake Forest, for 
the erection of a permanent general hospital 
building. 

—The new 100 bed addition to the West 
Suburban Hospital, Oak Park, will be ready for 
occupancy in October, it was recently announced 
by Superintendent Hockaday. This will bring 
the capacity of the institution to 250 beds. 

—The Springfield Tuberculosis Association re- 


and 


cently went on record as endorsing the proposi- 
tion of levying a special tax for the purpose of 
caring for persons in Sangamon County suffering 
from tuberculosis. The proposition will be sub- 
mitted to the voters in November and provides 
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for care of the tuberculous under the Glackin law 
of 1917. 

—The regional conference on tuberculosis and 
public health will be held in Springfield, Septem- 
ber 11-12, under the auspices of the Illinois 
Tuberculosis Association, forty-one counties of 
the southern section of the state participating. 
Dr. George T. Palmer, president of the state as- 
sociation, will discuss “The Broadening Program 
of Tuberculosis Work,” and Philip P. Jacobs, 
Ph.D., editor of the Journal of Outdoor Life, 
New York, will give an address. 

—At the state fair held in Springfield, free 
physical examinations were made by experts of 
the state department of public health, under the 
of Dr. Isaac D. Blood 


pressure tests were made and registration cards 


direction Rawlings. 
with height and weight were given out. An 
annual examination was urged for every one. 
At the Pageant of Progress, in Chicago, more 
than 15,000 persons were so examined in a booth 
in charge of physicians. Free examinations were 
made at the Central States Fair at Aurora, and 
at the fair at Kankakee. 


—Colonel Herman A. Metz, president of the 
H. A. Metz Laboratories, Inc., was nominated 
for Congress on the Democratic ticket in the 17th 
Congressional District in the City of New York, 
in the Primaries on September 20. 

Colonel Metz was formerly a representative in 
Congress from the 10th Congressional District 
of Brooklyn and made a very enviable record as 
a member of the lower house. 

Colonel Metz was the first Comptroller of the 
Greater City of New York, and through his ef- 
forts the city was placed on a firm financial 
foundation. 


—The personnel of the state board of medical 
examiners which will take up the task of revok- 
ing physicians’ licenses issued illegally during 
the administration of W. H. H. Miller as director 
of registration and education was announced 
October 2 by Addison M. Shelton, Miller’s suc- 
cessor, 

The new board includes Dr. M. L. Harris, pres- 
ident of the Illinois State Hospital association ; 
Dr. Gilbert Fitzpatrick and Dr. A. H. Geiger of 
Chicago; Dr. L. C. Taylor of Springfield, and 
Dr. W. H. Gilmore of Benton, Ill. Dr. Taylor 
and Dr. Fitzpatrick were ousted from the board 
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by Miller before he was put out of office by Gov, 
Small. 





Deaths 


Tuomas J. BALHAtTCHETT, Chicago; Rush Medical 
College, Chicago, 1891; died, September 16, aged 36. 
at his summer home in Macatawa, Mich. 


AveLtaine C. Duncan, Chicago; Woman's Medical 
School of Northwestern University, Chicago, 1893: 
member of the American Academy of Ophthalmology 
and Oto-Laryngology; died, June 24, aged 56, 
bronchial asthma. 


from 


Joun A. W. Fernow, Chicago; College of Physi- 
cians and Surgeons, Chicago, 1901; died, September 
2, aged 
domen. 


59, from generalized carcinoma of the ab- 


Penuet Harrop, Avon, Ill; Medical College of 
Ohio, Cincinnati, 1866; died, August 30, aged 77. 

CuHartes W. Litre, East St. Louis, Ill.; Beaumont 
Hospital Medical College, St. Louis, 1888; Councillor 
for the 9th district, Illinois State Medical Society; 
city and state health officer; formerly professor of 
chemistry and toxicology at St. Louis College of 
Physicians and Surgeons, St. Louis; at one time presi- 
dent of the St. Clair County Medical Society; died, 
August 31, aged 74, at St. Mary’s Hospital, following 
an appendectomy. 


Puitutre Henry Martrues, Chicago; Rush Medical 
College, Chicago, 1860; University of Géttingen, Ger- 
many, 1874; died September 11, aged 88, from senility. 


Frepertic Mitrorp Penpieton, Quincy, Itl.; Rush 
Medical College, Chicago, 1883; member of the Illinois 
State Medical Society; aged 63, died, July 6, at the 
Presbyterian Hospital, Chicago, following an opera- 
tion for bladder trouble. 


Frep H. Scuors, Chicago; College of Medicine and 
Surgery (Physio-Medical), Chicago, 1910; died, Sep- 
tember 12, aged 51, from heart disease. 


James H. Stipp, Putnam, Ill.; Rush Medical Col- 

lege, Chicago, 1879; died, August 17, aged 70, from 
paresis. 
Medical De- 
Pennsylvania, Philadelphia. 
secretary of the American Medical Association 
since 1911; died of uremic poisoning while on vacation 
at Port Deposit, Maryland, September 2, aged 54. 
After his graduation he served as resident physician 
in the Philadelphia Policlinic Hospital, 1893-4, and 
practiced medicine in Columbia, Pa., and Philadelphia 
until 1911. Dr, Craig represented Pennsylvania in the 
House of Delegates from 1903 to 1910 and had been 
a member and chairman of many important commit- 
tees. In 1920 he was granted the honorary degree 0! 
Doctor of Science by Franklin and Marshall College, 
his alma mater. 


ALEXANDER RiGHTerR CraiG, Chicago; 
partment, University of 


1893 ; 








